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ABSTRACT 
Nephrology nursing requires a specific set of clinical skills and knowledge. When a 
professional nurse with no previous dialysis experience enters the field of nephrology 
nursing he or she has no nephrology related paradigms from past experiences to use 
as a point of reference. As a result of the rapid growth of the private dialysis company 
experienced over the past 10 years, many management and support service positions 
became available. Internal promotions resulted in the movement of experienced 
professional nurses from the clinical field into management and support services 
positions, resulting in a sudden loss of skilled individuals from the clinical field. To 
mitigate this effect, a training intervention was started. The newly appointed managers 
were all required to work in the clinical field for sixteen hours per month to expose the 
less experienced professional nurses to the more experienced professional nurses in 
order to assist them with skill acquisition thus enabling the advanced beginner and 
competent nurse to become a proficient nurse and/or an expert in the field of 
nephrology nursing. 
Experiential learning is not a spontaneous process but depends on many factors that 
could either hinder or facilitate skill acquisition. This study aimed to explore and 
describe the aspects that facilitate or hinder skill acquisition during the training 
intervention that was implemented in private chronic haemodialysis units and to write 
guidelines to optimize skill acquisition during the training intervention. The study 
followed a quantitative, descriptive, exploratory, contextual, survey design. Data was 
collected using a tool based on the theory of nursing accompaniment by Kotze, Kolbs 
theory on experiential nursing, a framework of strategies that facilitate skill acquisition 
by King and a generalized tool, the Learning Transfer Skills Inventory (LTSI) that was 
developed by Holton and Bates to measure learning transfer and factors that contribute 
and hinder training interventions. Data was analysed with the support of a statistician. 
The findings were reported and discussed in relation to the current literature. Measures 
were put in place to ensure validity and reliability, and ethical principles were adhered 
to throughout the study. Guidelines to optimize skill acquisition were developed. The 
limitations of the study were the sample size and the response rate. There was a 
paucity in existing research regarding skill acquisition in Nephrology nursing and 
limited statistical variance amongst the aspects that facilitate or hinder skill acquisition. 
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It is recommended that the guidelines be implemented to measure the impact they 
have in the organization.       
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CHAPTER 1 
OVERVIEW OF THE STUDY 
1.1 INTRODUCTION AND BACKGROUND 
Nephrology nursing requires a specific set of clinical skills and knowledge. Skills are 
influenced by knowledge and experience. When a professional nurse with no previous 
dialysis experience enters the field of nephrology nursing, he or she will have no 
nephrology related paradigms from past experiences to use as a reference base. 
Professional nurses working in haemodialysis must gain technical skills as well as gain 
knowledge about dialysis-specific interventions. During undergraduate studies nurses 
have very little exposure to the field of nephrology nursing and more specifically to 
dialysis (Bonner & Greenwood, 2006:482; Cowperthwaite, Schutt-Ain, Herranen & 
Sorribes, 2012:162). The field of Nephrology nursing in terms of renal replacement 
therapy advances on an ongoing basis and thus increases the demand on the dialysis 
service providers to continuously educate and update the skills of the professional 
nurses. The 5 year study about a competency based haemodialysis education 
programme by Cowperthwaite, et.al. (2012:168) recommended that employee 
education and training become a fundamental objective for all service providers of 
renal replacement therapy.   
A challenge facing all service providers in the health care field, and one that is an even 
bigger challenge for service providers in specialised areas of the healthcare 
environment, is the inadequacy of the workforce in terms of numbers of professional 
nurses. The latest statistics of the World Health Organization (WHO) (World Health 
Statistics, 2011:116–125) indicate the density of professional nurses and midwives per 
10 000 population as 28, with a median of 27. South Africa was captured as 41 
professional nurses and midwives per 10 000 population while the United States was 
captured as 98 professional nurses and midwives per 10 000 population and the United 
Kingdom as 6 professional nurses and midwives per 10 000 population. Analysing the 
different regions as per WHO, the African Region had 11 nurses and midwives to 10 
000 population, the American Region 55 professional nurses and midwives per 10 000 
population and the European Region had 68 professional nurses and midwives per 10 
000 population. South Africa clearly makes up the bulk of professional nurses and 
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midwives practicing in the African Region, however South Africa`s number of 
professional nurses and midwives still remains far below the European and American 
region despite being above the global number of professional nurses and midwives 
per 10 000 population. A report on the provincial distribution of nursing manpower 
versus the population of the republic of South Africa, as at 31 December 2014, 
indicated that the ratio of qualified professional nurses to population was 1:406, which 
is in line with the statistics of WHO.  
The mere fact that South Africa is above the global number of professional nurses and 
midwives per 10 000 population is not an indication that they do not face a shortage. 
The age of these professional nurses should be taken into consideration when 
assessing the current and future skills and experience situation as well as when 
analysing a possible shortage in the near future. Professional nurses between the ages 
of 50–59 make up 31% of the nursing population while professional nurses between 
the ages of 40–49 make up 28% of the nursing population in South Africa, whereas 
19% of the professional nurses are between the ages of 30–39 and only 4% are 
younger than 30 years of age (South African Nursing Council, 2015). Analysing the 
above statistics in South Africa it appears as if South Africa will soon be facing a severe 
shortage of professional nurses as well as a loss of experienced nurses. Specialized 
fields such as Nephrology nursing are already experiencing the skills shortage. In an 
article about improving the haemodialysis work environment it was highlighted that 
nurses working in the haemodialysis outpatient units already experience the burden of 
shortages of professional nurses and that this shortage is having an impact on job 
satisfaction (Gardner & Walton, 2011: 239, 251). 
The South African Nursing Council have 410 professional nurses registered with 
Nephrology Nursing as an additional qualification (Wagener, 2015:1). According to the 
South African Renal Care Society they have 512 members of which 72%, (368 
members) are Professional Nurses. The other 28% consist of other multidisciplinary 
team members such as clinical technologists, dieticians and others (Uys, 2010:4). No 
further statistics indicate how many nurses who have an additional qualification in 
Nephrology Nursing practice in Nephrology.   
Patients in South Africa with End Stage Renal Disease (ESRD) receiving Renal 
Replacement Therapy (RRT) increased from 70 per million of the population in 1994 
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to 164 per million of the population in 2012 (South African Renal Registry, 2012:12). 
The possible sudden rise in patients numbers and patients receiving RRT could be 
directly linked to two factors namely that statistics were only recorded on a national 
basis from 2012 when the first Renal Registry report was published and secondly to 
the fact that there has been an increase in services being made available to the 
population. In 1994 there were only 31 dialysis units, of which 26 units were part of the 
public sector and only 5 were part of the private sector. By 2012 there were a total of 
191 units of which 28 units were part of the public sector and 163 were part of the 
private sector.  
There are private and public sector dialysis units providing care to patients with Chronic 
Renal Failure in South Africa. The private dialysis company where the research will 
take place experienced rapid growth, which is in line with the statistics of the Renal 
Registry that clearly indicates the expansion of private dialysis service providers. From 
2004–2008 the private dialysis company went from 37 combined units, offering 
haemodialysis to both acute and chronic patients and peritoneal dialysis services to 
patients with end stage renal failure to 51 combined units. After 2008, acute dialysis 
departments and peritoneal dialysis departments were established and became units 
on their own. By 2014 there were 62 units established of which 54 were Chronic 
Haemodialysis Units. In 2004 the company had a total staff complement of 157 
employees and in four years they grew to having a total staff complement of 357 
employees. By 2011 they had a total staff complement of 568 employees and in 
February 2014 the company had a total number of 829 employees (Keyser, 2008:10-
27) (Staff active list February 2014) (National Renal Care Website: 2011). As the units 
expanded and employee numbers grew, more departments such as a clinical 
governance department focussing on policy development, training and development 
and quality assurance were established and more management positions became 
available. A prerequisite to most of the positions in management and the other 
departments in this particular private dialysis company is that the person should have 
a vast knowledge of dialysis and Nephrology nursing, therefore the company deemed 
it fit to promote internally. The movement of experienced professional nurses from the 
clinical field into management positions led to a sudden skills loss from the clinical field 
and a lack of experienced professional nurses performing the actual dialysis on 
patients (Keyser, 2008:10-27).   
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The particular private dialysis company was prepared for the nursing skills shortage 
and implemented the suggestions that were made by the International Council of 
Nurses. The correct skills mix became a focus point in the Chronic Haemodialysis 
Units, which meant that the ratio of one professional nurse to four dialysis patients and 
one health care worker to eight dialysis patients was implemented (Corporate & 
Clinical Governance Human Resources Working Time and Remuneration Policy, 
2010:11). Deployment, recruitment and retention of employees became important. 
Amongst some of the strategies to address the skills shortage that were implemented 
by the company were financial remuneration, professional growth opportunities and 
training which in turn improved job satisfaction. Developmental and training 
opportunities included an orientation programme, on the job training, in-service training 
and in-house training programmes. These programmes and strategies were all aimed 
at equipping the employees with the necessary skills. Despite all the strategies to 
overcome the skills shortage, the lack of experienced professional nurses performing 
the actual dialysis on patients still remained a problem. 
Nephrology nurses gain knowledge from different sources through both informal and 
formal courses and through on the job training such as in-service training. As expertise 
in the practical field increases routine skills become integrated with theoretical 
knowledge. Repetition of practical nephrology skills result in practice becoming 
reflexive thus freeing up cognitive functions for other aspects of nursing (Bonner, et al., 
2006:484). Skill acquisition through deliberate practice, professional development and 
training programmes will support the professional nurse to develop and become an 
experienced practitioner. Dewey, a learning theorist (as cited in Yardley, Teunissen & 
Dornan, 2012:e103) conceptualized learning through experience as the learner having 
a focus on lifelong learning and development, through active engagement and 
interaction with the working environment and through active engagement, leading to 
learners gaining applied rather than abstract knowledge. Active engagement relates to 
deliberate practice. 
Ericsson (2006:462) states that research has established that a person can only be 
classified as experienced after the completion of 10 000 hours or 10 years of deliberate 
practice in the particular field of expertise. Researchers refer to this as the 10 000 
hours rule. There are several other factors that also have a bearing on the development 
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of expertise and in some cases, no matter how many hours of practice a particular 
individual participates in, expert level will never be reached. At the particular private 
dialysis company the professional nurses work week consists of 42 hours per week. In 
an article by Daniels (2011:1), he concluded that the emphasis should not be on time 
in general but on deliberate practice and that the conditions surrounding the deliberate 
practice will result in a novice becoming an expert. This is in line with Ericsson`s 
findings. Conditions surrounding deliberate practice refers to strategic, focused, goal 
orientated activities aimed at performance and outcomes. The professional nurses 
need to apply their minds and focus completely, ask for and analyse feedback, 
repetitively perform specific actions related to a specific skill to master the skill and 
then move to the next level of skill development (Ericsson, 2006:980).  
Using the 10 000 hours or five years’ experience in the specific field as the criteria for 
classification as experienced, analysis of the experience of the professional nurses 
working in the Chronic Haemodialysis Units made it clear that a skills shortage existed. 
Benner (1984:13-34) indicates that there are five stages of skill development which the 
nurse will move through: Novice, Advanced Beginner, Competent, Proficient and 
Expert and that it takes the professional nurse two to three years to move from a 
competent to a proficient skills level. Thus the less experienced nurse needs skill 
acquisition through training and development.  
The private dialysis company where the research will take place analysed the skills 
shortage and experience of the professional nurses at the end of 2008. The senior 
managers (operations managers) and middle managers (deputy operations managers 
now known as clinical and business managers) had an average of six years’ 
experience in dialysis, the unit managers had an average of five years’ experience in 
dialysis and the professional nurses working in the clinical field, performing the dialysis 
had an average of less than two years’ experience (Keyser, 2008:24-44). After 
analysing the skills shortage and experience of the professional nurses at the end of 
2008 and regardless of all the strategies implemented and the developmental and 
training opportunities that existed, the executive committee of the particular private 
dialysis company decided that a training intervention focussing on skills transfer and 
skills acquisition would be the best way to overcome the skills shortage. The Human 
Resources Department developed a policy to support and to ensure the 
6 
 
implementation of the training intervention. In January 2009 the training intervention 
focusing on skills acquisition was implemented.  
The training intervention required that the senior and middle managers work sixteen 
hours per month in the clinical field in order to promote the transfer and acquisition of 
skills amongst the less experienced professional nurses (Corporate & Clinical 
Governance Human Resources Working Arrangement Policy: Skills Transfer, 2008: 
1). The deployment of experienced staff was aimed at exposing the less experienced 
professional nurse to the more experienced professional nurse, hence assisting with 
skill acquisition by the less experienced nurse and moving the advanced beginner and 
competent nurse to the proficient and/or expert level. Grobler, Warnich, Carrell, Elbert 
and Hatfield (2011: 352) state that 90% of the training in South Africa is on the job 
training where the employee is given instruction by a supervisor or more experienced 
peer. Continuous learning through experience should become the attitude of the 
professional nurse, should the professional nurse want to become an expert (Benner, 
Sutphen, Leonard & Day, 2010:124). Expertise is recognised by an obligation and 
commitment to nursing, having motivation for improving own practice, enjoying nursing 
and focusing on achieving a high quality of care (Bonner, et al., 2006:488).  
The training intervention is mainly based on skills acquisition through experiential 
learning. Benner et al. (2010:41) describe experiential learning as learning during 
clinical practice through experiencing certain situations. Practitioners who become 
experts not only imitate more experienced practitioners but they truly understand the 
theory behind the practice, they develop technical expertise and clinical reasoning 
(Benner et al., 2010:86-87). The “how to” knowledge of a skill should be demonstrated 
and discussed by a more experienced nurse in order to develop the skills of the less 
experienced nurse. Understanding the components of the skill ensures that practice is 
enhanced (Price, 2008:53). Bourdieu (as cited in Benner et al., 2010:178) further 
describes the experience gained through experiential learning as the nurse forming 
“habitus” that leads the nurse in future practice. The less experienced nurse will form 
paradigms that will direct future actions and reactions in the clinical field. This is also 
seen as an internalized history of experiences that enables the nurse to react and act 
in unforeseen situations. The nurse will act on a practical sense and will not be able to 
explain the rules that governed the actions (Rischel, Larsen & Jackson, 2007:513-514). 
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Aspects that influence skill acquisition during experiential learning have been 
recognized in different forms by researchers and as a result theories, tools and 
frameworks have been developed.  
Experiential learning is not a spontaneous process but depends on many aspects, for 
example, practice skills depend on situation and context (Price, 2008:52). Benner 
(2010:43) indicates that the environment with regards to open communication, 
feedback and reflection on experiences which are planned by the more experienced 
professional nurse affects skill acquisition during experiential learning. She further 
indicates that the learner’s readiness to participate in skill acquisition and the learner’s 
ability to apply clinical reasoning is another factor that has a major effect on the 
effectiveness of skill acquisition. Phillips (as cited in King, 2009: 186) states that 
experts learn through experience, engagement in practice, feedback and reflection. 
The nurse develops skills by exploring and analysing the required skills, through 
adjusting a skill and expecting the perceived outcome followed by reflection and 
feedback that leads to skill development and enhanced practice (Price, 2008: 49-55).  
King (2009:187-194) discusses a framework of strategies to facilitate skills acquisition 
to assist the professional nurse to become an expert. The framework for developing 
skills as demonstrated in Figure 1.1, identified the following aspects that facilitate skill 
acquisition during experiential learning: direct experience through deliberate practice, 
feedback through discussions and conversations between therapists, self-reflection, 
support and resources such as coaching and available literature, availability of 
opportunities and supportive learning-orientated work places.  
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Figure 1.1: A model of the factors and processes involved in the development 
of professional expertise (King 2009:187). 
A generalized tool, the Learning Transfer Skills Inventory (LTSI), was developed by 
Holton and Bates to measure learning transfer and the factors that contribute and 
hinder training interventions (Holton, as cited in Holton, Bates, Bookter & Yamkovenko, 
2007:385). The Learning Transfer Systems Inventory (LTSI) consists of four aspects 
subdivided into variables: 1 = ability, 2 = motivational elements, 3 = the work 
environment and 4 = secondary influences (as indicated in Figure 1.2). These aspects 
should be monitored, managed and assessed accurately to achieve effectiveness of a 
training intervention (Coetsee, Eiselen & Basson, 2006:47-48).  
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Figure 1.2: LTSI transfer systems approach, schematic presentation of 
constructs (Coetsee, et al., 2006:47) 
The training intervention focusing on skill acquisition has been ongoing since the 
beginning of 2009. Implementation of the training intervention has financial and 
resource implications and the aspects that facilitate skill acquisition will be evaluated 
in order to make recommendations to optimize the training intervention. This will 
ensure that the training intervention results in effective skill acquisition through 
experiential learning thus allowing the advanced beginner nurse to move towards 
expert status.   
In this research the researcher will therefore ask the following questions:   
 To what extent do the aspects that facilitate or hinder skill acquisition affect 
the training intervention that was implemented in the private dialysis units?  
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 How can skill acquisition during the training interventions be optimized? 
1.2 THE PURPOSE OF THE STUDY 
The purpose of the study was to explore and describe the aspects that facilitate or 
hinder skill acquisition during the training intervention that was implemented in the 
private haemodialysis units in order to develop guidelines to optimize skill acquisition 
during the training intervention. 
1.3 THE OBJECTIVES OF THE STUDY 
The objectives of the research were to: 
 Explore and describe the aspects that facilitate or hinder skill acquisition during 
the training intervention that was implemented in private dialysis units  
  Develop guidelines to optimize skill acquisition during the training intervention. 
1.4 CONCEPT CLARIFICATION 
The researcher needs to define the specific concepts used in the research study. The 
abstract or theoretical meaning of the concepts needs to be clarified in order for other 
researchers to understand the context as it relates to this specific study (Polit & Beck, 
2010:66).  
1.4.1 Professional Nurse 
The South African Nursing Council (SANC) applies the Nursing Act to govern all 
matters pertaining to nursing in South Africa. The Nursing Act no. 33 of 2005 states 
that the South African Nursing Council (SANC) has to register all the nurses in order 
for them to practice nursing.   
The Nursing Act no. 33 of 2005 (2005: 34) defines a professional nurse as: “a person 
registered as such in terms of section 31” Section 31 (1) states: “Subject to the 
provisions of section 37, no person may practise as a practitioner unless he or she is 
registered to practise in at least one of the following categories: (a) Professional nurse”. 
The Nursing Act no. 33 of 2005 (2005: 34) section 30 (1) further states that “A 
professional nurse is a person who is qualified and competent to independently 
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practise comprehensive nursing in the manner and to the level prescribed and who is 
capable of assuming responsibility and accountability for such practice.” 
1.4.2 Nephrology Nursing Science 
Nephrology has been recognized as a specialty for over 35 years. The American 
Nephrology Nurses Association defined Nephrology Nursing as “a dynamic, diverse, 
and holistic practice. Nephrology Nursing Science consists of many specialized areas: 
haemodialysis, peritoneal dialysis, transplantation, continuous renal replacement 
therapy, conservative management and other extracorporeal therapies (Nurses for a 
healthier tomorrow, 2011). 
1.4.3 Private chronic haemodialysis units 
In this study the private chronic haemodialysis units belong to a private dialysis therapy 
provider company in South Africa. The chronic haemodialysis units are healthcare 
facilities with dedicated treatment areas where a procedure called haemodialysis is 
performed on patients in End Stage Renal Failure. 
Haemodialysis removes waste products and fluid from the blood through diffusion and 
ultrafiltration. A special machine with a dialyser also known as a filter is used to clear 
the blood. This treatment is done in a special area called a haemodialysis unit (Levy, 
Morgan & Brown, 2004:112).    
1.4.4. Training intervention 
The training intervention is a strategy aimed at skill acquisition that was implemented 
in the private haemodialysis units of the particular private dialysis company. The 
training intervention required that Operations and Deputy Operations Managers all 
work sixteen hours per month in the clinical field in order to promote skill acquisition 
amongst the less experienced professional nurses (Corporate & Clinical Governance 
Human Resources Working Arrangement Policy: Skills Transfer, 2008:1). The 
deployment of experienced staff was aimed at exposing the less experienced 
professional nurse to the more experienced professional nurse, assisting with skill 
acquisition by the less experienced nurse, moving the advanced beginner and 
competent nurse to proficient and/or expert level.  
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The training intervention is mainly based on skills acquisition through experiential 
learning. Good practitioners not only imitate more experienced practitioners but they 
truly understand the theory behind the practice, they develop technical expertise and 
clinical reasoning (Benner et al., 2010:86-87). The more experienced professional 
nurse will use her experience to assist the less experienced professional nurse to 
improve her practice over time.  
1.4.5 Skill acquisition 
In this study, skill acquisition refers to the development of skills and knowledge 
amongst the less experienced professional nurses. Skills in practice combines 
knowledge, experience, decisions and actions all together to produce an outcome. 
Practice skills inherently form part of the situation in which they are used (Price, 
2008:49). Skill acquisition can be described as the development of expertise (King, 
2009:185-199).  
Benner (1984:13) indicates that the nurse will move through five stages of skill 
development, namely, Novice, Advanced Beginner, Competent, Proficient and Expert. 
Skill acquisition by the less experienced nurse through training and development will 
assist the nurse to move from the advanced beginner and competent level to a 
proficient and/or expert level.   
1.4.6 More experienced professional nurse (MEP) 
An experienced professional nurse refers to a nurse who has comprehensive 
knowledge, skills and intuition that stems from experience gained through deliberate 
clinical practice (Haag-Heitman, 2006:19). They can with confidence self-direct the 
care that they give because they have a full understanding of the patient’s condition 
and circumstances. The experienced professional nurse is able to holistically care for 
the patients by liaising with the other team members of the multi-disciplinary team. 
They act in a professional manner and are able to support and encourage patient’s 
choices and act as the patient’s advocate (Haag-Heitman, 2006:19). The more 
experienced nurse would be able to act and apply knowledge and skills gained through 
experience that is not stated in the standard procedure of the company.  
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For the purpose of this study the researcher refers to the more experienced 
professional nurses as the Operations Managers, Business Managers, Clinical 
Managers, Unit Managers, Training Practitioners and members of the Clinical 
Governance Department and who have a minimum of five years’ experience in the field 
of dialysis nursing.  
Throughout this study the acronym MEP will be used when referring to the more 
experienced professional nurse.  
1.4.7 Less experienced registered nurse (LEP) 
Professional nurses entering into the field of Nephrology Nursing bring with them 
knowledge and skills gained in other fields of nursing. However the new professional 
nurse will move from novice to competent to dialyse a patient over a period of weeks 
to months, a period known as the orientation period. Following the orientation period, 
the professional nurses will practice at different skill levels and acquire skills through 
deliberate clinical practice. The less experienced professional nurses’ practice is 
guided by policies and procedures with the focus on duties that need to be done. As 
the less experienced nurse acquires skills and knowledge her practice then becomes 
guided by understanding the effect and result of specific actions. The less experienced 
nurse has mastered most technical skills and is able to integrate theoretical knowledge 
with clinical skills (Haag-Heitman, 2006:119-120).  
For the purpose of this study the researcher refers to the less experienced professional 
nurse as the professional nurses working in the chronic haemodialysis units of the 
particular private dialysis company, who have successfully completed the orientation 
programme and who have less than five years’ experience.  
Throughout this study the acronym LEP will be used when referring to the less 
experienced professional nurse. 
1.5 THEORETICAL FRAMEWORK 
The framework comprises the theories and concepts that underpin the study. Existing 
theories and models can be used to examine a problem, gather and analyse data. The 
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terms theoretical and conceptual framework have been used interchangeably over the 
past few years in research (Polit & Beck, 2012:128–129).   
The theory of nursing accompaniment by Kotzé (1998:8) defines nursing as a 
comprehensive interpersonal service to man. The process of nursing consists of 
management, clinical and teaching activities, and accompaniment forms part of these 
activities resulting in change in health and wellness. This is achieved through the 
therapeutic use of self, knowledge and skills (Kotzé, 1998:8). Kotzé (1998:10) further 
indicates that there are structures of accompaniment that should be observed and 
experienced: relationship structures, course structures, actualization structures and 
goal structures. 
The training intervention focuses on skills acquisition through experiential learning. 
During experiential learning the LEP (less experienced professional nurse) becomes 
exposed to the MEP (more experienced professional nurse) who will assist with skill 
acquisition and moving the advanced beginner and competent nurse to proficient 
and/or expert level. The researcher initially used Kotzé`s (1998:3-10) theory on nursing 
accompaniment as a theoretical framework as this author defines the concept of 
accompaniment as planned and deliberate interventions to minimise the need for 
assistance and support and increasing self-reliance. Accompaniment occurs between 
individuals, one being the dependant one and willing to learn and develop self-reliance 
while, on the other hand, the knowledgeable one provides direction and support.  
During the training intervention the more experienced professional nurse directs and 
supports the less experienced professional nurse to acquire skills and gradually as the 
self-reliance of the LEP increases, the MEP moves away to allow more independence, 
thus moving the LEP from advanced beginner to expert status. 
1.6 RESEARCH DESIGN AND METHOD 
The research design used in this study was a quantitative, descriptive, exploratory, 
contextual survey design. The target population was all the professional nurses 
working at the private chronic haemodialysis units of the private dialysis company. A 
structured questionnaire was used to conduct a survey amongst the professional 
nurses working in the Chronic Haemodialysis Units of the private dialysis company 
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from which the findings were statistically analysed, conclusions were drawn and the 
researcher was able to develop guidelines to optimize skill acquisition during the 
training intervention. 
1.7 TRUSTWORTHINESS 
The aspects that facilitate or hinder skill acquisition in the practice environment were 
identified using existing literature, research and models from which a structured 
questionnaire was developed. This questionnaire was tested during a pilot study to 
determine whether it effectively measured the identified aspects. Thus the structured 
questionnaire contributed to the trustworthiness of the findings. The guidelines 
developed from the research findings are not only applicable to the dialysis 
environment but can also be applied in other specialisation fields in nursing. In Chapter 
3 a more in depth discussion regarding the reliability and validity is given.   
1.8 RESEARCH ETHICS 
All ethical principles were adhered to during the research study. Ethical clearance by 
the ethical committee was obtained prior to the research being conducted. All 
participants were well informed and participation was completely voluntary. Measures 
were taken to ensure the confidentiality of all participants. 
1.9 CHAPTER OUTLINE 
The chapters are laid out as follow: 
Chapter 1:  Overview of the study 
Chapter 2:  Literature Review 
Chapter 3:  Research Design and Methodology 
Chapter 4: Discussion of the findings 
Chapter 5:  The Guidelines, Conclusions, Limitations and Recommendations of this 
study 
16 
 
1.10 CONCLUSION 
This chapter clearly indicated the reason as well as the aims of the research study. 
Concepts were clarified enabling the reader to understand the meaning of specific 
terminology related to the study.  
In Chapter 2, the literature review will further assist the reader to understand the 
theories and models from which the aspects that either facilitate or hinder skill 
acquisition were identified. 
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CHAPTER 2 
LITERATURE REVIEW 
2.1 INTRODUCTION 
A literature review aims at increasing the readers’ understanding of the topic. In a 
literature review aspects of a phenomenon are explored and described to help the 
readers understand the topic and to demarcate the individual aspects that will be 
focused on in the study (Parahoo, 2006:126–127).  The literature review focuses on 
exploring and describing the influencing aspects that affect knowledge and skill 
acquisition in the practical field during experiential learning.  
Initially the researcher will describe knowledge and skill acquisition. The novice 
practitioners transfer through the different stages of expert development will be 
described together with the influence of the role of deliberate practice and the part it 
plays in increasing practice capacity. The second part of the literature review centres 
around how knowledge and skill acquisition occurs in the practice field. Experiential 
learning theory is discussed to enhance the readers’ understanding of how learning 
takes place during experiential learning in practice. The last part of the literature review 
in this chapter builds on the previous sections where the literature reviewed analyses 
the aspects that influence knowledge and skill acquisition in the practice field.  
2.2 STAGES OF EXPERT DEVELOPMENT 
Nephrology nursing has a specific set of clinical skills and knowledge. Skills are 
influenced by knowledge and experience. When a professional nurse with no previous 
dialysis experience enters into the field of nephrology nursing the professional nurse 
will have no nephrology related paradigms from past experiences to use as a reference 
base (Bonner, et al., 2006:482). Despite other qualifications this nurse will be regarded 
as a novice nurse in Nephrology Nursing, as abstract principles are used to guide 
actions because no paradigms related to past concrete experiences exist (Benner, 
1984:13-34). This beginner (novice) nurse has not yet experienced enough situations 
to form a knowledge base that can be relied on to guide the professional nurse in 
practice.   
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The acquisition of knowledge and skills results in the professional nurse’s progression 
through the continuous stages of growth and development (Belenky, Kohlberg and 
Piaget, as cited in Chrisholm, Harris, Northwood and Johrendt, 2009:324). Benner 
(1984:13-34) explains skill and knowledge acquisition and development in a five stage 
model. This five stage model of skill acquisition and development indicates three areas 
of performance where the changes will be most evident.  
1. The professional nurse will move from depending on abstract principles to guide 
actions to making use of past concrete experiences as paradigms.  
2. The professional nurse’s perception of the situation as a whole where all parts 
carry the same amount of importance and relevance will move to being viewed 
as a whole in which certain parts are more important and relevant than others.  
3. The professional nurse will no longer be an isolated observer looking in from 
the outside but will become involved and be engaged in the situation (Benner, 
1984:13-34; Ulrich, 2011:9).  
The above model supports the notion that a marked difference in practice and function 
exists between the novice professional nurse and the professional nurse who has been 
practicing for a few years (Lyneham, Parkinson & Denholm, 2009:2478).  
Lyneham, Parkinson & Denholm (2009:2478–2480) mathematically applied Benner’s 
model to reason and explain time as the measure for development of expertise. 
Reflective time increases practice capacity and, in order to increase practice capacity, 
the professional nurse has to come across new experiences and embrace new 
knowledge (as cited in Rischel et al., 2007:513–519). In other words, the professional 
nurse will grow and develop as he or she faces new situations and comes across 
different experiences in the practical field. All the time the professional nurse is thinking 
about the situations, actions and results and so form ideas, learning and acquiring 
knowledge and skills.   
Time as a measure for expert development and skill and knowledge acquisition can be 
misleading because of a term known as deliberate practice. Focused practice in the 
real life situation is known as deliberate practice (King, 2009:190). The LEP will form 
paradigms during deliberate practice that will direct future actions and reactions in the 
clinical field. An internalized history of experiences will develop and enable the 
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professional nurse to react and act in unforeseen situations. As a result, the 
professional nurse will act on a practical sense (Rischel, Larsen & Jackson, 2007:513-
514). Bourdieu (as cited in Benner et al., 2010:178) called this behaviour a “habitus” 
and it is this habitus that will lead the nurse in future practice.  
Contrary to the five stages of Benner’s development model, other researchers such as 
Greenwood, King and Hoffman (as cited in Rischel et al., 2007:513-519) cited 
contextual factors like co-workers, speciality, occupational orientation, personal 
characteristics and capacity of the professional nurse play a significant role in skill 
acquisition and expert development and not only the length of experience measured 
in time. They further found that experience gained through time may increase the 
professional nurses’ efficiency but not necessarily advancement in developmental 
stage. 
2.3 EXPERIENTIAL LEARNING THEORY 
Learning through experience and thus learning in a practical environment such as the 
workplace is not a new concept. Experiential learning is seen as learning by doing and 
it makes the link between work based learning and experiential learning (HRD group, 
as cited in Chrisholm, Harris, Northwood and Johrendt, 2009:324). Benner et al. (2010: 
41) explain experiential learning as learning during clinical practice through 
experiencing certain situations. No other form of learning can offer such an experience. 
Learning in the work environment, also referred to as the practice environment in this 
study, offers experiences and situations where professional nurses can, in the practical 
field, realistically examine and challenge the central ideas that underpin the 
experiences and situations in which they find themselves (Chrisholm, Harris, 
Northwood and Johrendt, 2009:328-329). Hence experiential learning leads to the 
individual achieving changes in their understanding and thinking and also creates a 
continuous process of learning and skill and knowledge development. 
Experiential learning can be broken down into a process with four stages: plan, act, 
observe and reflect, based on Kolb’s theory of experiential learning (as cited in Akella, 
2010:101–102). The stages are described as follows: Concrete experience (CE) forms 
the basis for the learning process. At this stage the professional nurse is actively 
experiencing a problem or situation. Reflective observation (RO) where the 
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professional nurse consciously reflects, observes and critically examines the 
experience from all perspectives. Abstract conceptualization (AC) during which the 
professional nurse uses logic and ideas to conceptualize and link the observations and 
reflections made to theories and models to make sense of the situation or experience. 
Active experimentation (AE) is where the professional nurse plans how to test the 
theory or model and attempts to predict possible outcomes (Akella, 2010:101–102). 
The professional nurse will encounter a situation in practice during which he or she will 
be faced with a problem or a concrete experience. Next the professional nurse will 
consciously reflect and look at the situation or experience from all perspectives, 
formulate ideas and applied theories followed by the professional nurse applying the 
knowledge and skills and testing the theory or solution. The entire process is then 
repeated.  
Experiential learning theory supports the changes in practice that differentiate the LEP 
from the MEP as indicated in Benner’s five stage model of skill and knowledge 
acquisition. The professional nurse applies Kolb’s theory of experiential learning by 
using the pre-knowledge gained and applying it to a given situation. This process is 
then repeated and the cycle continues. To ensure that learning continues through skill 
and knowledge acquisition, the professional nurse should thus focus on new 
experiences, especially to comprehend these and link them to knowledge gained from 
previous experiences (Chrisholm, Harris, Northwood and Johrendt, 2009:326–327).  
Increasing skills and knowledge acquisition in the practice environment during 
experiential learning requires that the “how to” knowledge of a skill should be 
demonstrated and discussed by the MEP in order to develop the skills of the LEP. 
Understanding the components of the skill ensures that practice is enhanced (Price, 
2008:53). Practitioners who become experts not only imitate more experienced 
practitioners but they truly understand the theory behind the practice, they develop 
technical expertise and clinical reasoning (Benner et al., 2010:86-87). Therefore the 
MEP should facilitate skills and knowledge transfer to the LEP.  
The MEP has an important role to play in the development of the LEP during 
experiential learning as this is when first, second and third order learning occurs. First 
order learning occurs when the practitioner receives immediate feedback on the 
immediate and direct outcome, which stimulates the LEP to reconsider specific 
21 
 
strategies used in a practice situation. During second order learning the LEP becomes 
aware of the complexities and dilemmas involved in practice situations (Yeo, 
2008:321). The second order learning process facilitates continuous reflection on 
practice and challenges the central ideas that have been previously formed. This type 
of learning leads to open-minded development and stimulates the individual to find new 
ways to manage situations. When the experiences that the individual encounters result 
in an in-depth reflective analysis of a specific situation and experience, the basic 
premises are questioned and third order learning takes place. The LEP has gained 
new knowledge from the experience because of the shift in the LEPs understanding of 
the context of a situation. Problems are anticipated, potential solutions are considered 
and relationships are understood when second and third order learning takes place in 
the practice environment. The MEP should use in-depth reflection to facilitate second 
and third order learning (Raelin, as cited in Chrisholm, Harris, Northwood and 
Johrendt, 2009:328). Continuous participation in the interactive process between the 
LEP and the MEP in the practice environment will stimulate higher level of learning 
(Yeo, 2008:321).   
Hence, experiential learning is not a spontaneous process; it is contingent on many 
aspects, skills and knowledge development depending on the situation and context 
(Price, 2008:52). Therefore careful selection of the environment, the situation and the 
facilitator is essential as this will have a major impact on the experiences and the 
learning that could be achieved.  
The mechanism of learning in the practice environment should be analysed according 
to what needs to be in place and how the learning takes place in order for experiential 
learning to be accepted as real. Just being in the knowledge-rich practice environment 
does not mean that the individual will learn and acquire the knowledge and skills they 
require, specific aspects need to be in place to facilitate learning and acquiring of skills 
(Chrisholm, Harris, Northwood and Johrendt, 2009:319). Aspects that influence 
knowledge and skill acquisition during experiential learning have been recognized in 
different forms by researchers and as a result theories, tools and frameworks have 
been developed.  
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2.4 ASPECTS THAT INFLUENCE SKILL AND KNOWLEDGE ACQUISITION 
Practitioners have generally accepted that the experience of working in a knowledge-
rich environment encourages and motivates learning and therefore, the term 
‘experiential or work-based learning’ has been used to describe the learning 
mechanisms and processes in this environment (Chrisholm, Harris, Northwood and 
Johrendt, 2009:319). Practitioners spend most of their day in the workplace and that is 
where experiential learning takes place. The practitioner can thus learn from current 
challenges, problems, situations and experiences that occur in the practice 
environment and this can be viewed as the learning process (Williams, as cited in 
Jasper, 2010:621). The role of the MEP would be one of facilitation, guiding, coaching 
and role modelling thus assisting the LEP to get the most out of the situation. Partaking 
in experiential learning and developing skills and knowledge in the practice 
environment is a structured yet interactive process of development and learning that 
promotes spontaneity and creativity within a milieu that connects knowledge and skill 
(Yeo, 2008:320).  
Hindering aspects identified by researchers included: cases being multidisciplinary, ill 
structured and too complex, resulting in the employee struggling to learn from the 
experience. The employee needs a certain degree of knowledge and skills to be able 
to identify the problem and needs a certain amount of training. The employee also 
needs to be engaged and to have the confidence to participate in learning in the 
workplace. The experience or lack thereof of the facilitator also plays a vital role in the 
effectiveness of learning in the workplace (Yeo, 208:319). 
2.4.1 Practice environment 
The practice environment can be used as an opportunity for the learning of skills and 
knowledge, resulting in professional development (Jasper, 2010:623). Literature 
suggests that the mind-set should change from classroom learning as the main site 
where learning takes place to the practice environment and the contribution that 
learning in this environment offers (Williams, as cited in Jasper, 2010:621). Boomer 
and McCormack (as cited in Jasper, 2010:621) found that practice changes do not 
occur when only applying classroom teaching and not including the practice 
environment, emphasising the important role that experiential learning plays in the 
development of skills and knowledge. The importance of the practice environment and 
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the learning opportunities that exist there are recognised, however many other aspects 
influence skill and knowledge development.   
Existing problems, challenges, situations and experiences hold many learning 
opportunities. The less experienced practitioner should continue to question underlying 
issues. Personal strategies that the LEP can use on a daily basis in the practice 
environment to manage situations and problems are questioning, listening, observing, 
reading and reflecting, all of which form part of the skill and knowledge development 
process. This learning is informal and could be enhanced by organizations through 
encouraging actions that review learning such as mentoring, coaching, networking, 
performance planning (Yeo, 2008:317). Phillips (as cited in King, 2009:186) states that 
experts learn through experience, engagement in practice, feedback and reflection. 
The nurse develops skills by exploring and analysing skills through adjusting a skill and 
expecting the perceived outcome, followed by reflection and feedback that leads to 
skill development and enhanced practice (Price, 2008:49-55). In other words, the LEP 
has to participate through specific activities while the organization has to create the 
environment and provide the tools to facilitate the process of skills and knowledge 
transfer and so the development of the LEP.  
Environment alone is not the only aspect that influences skill and knowledge 
acquisition and the development of the LEP. Therefore aspects like reflection, critical 
analysis and synthesis by the LEP will be a requirement and the emphasis is placed 
on the initiatives, experiences, investigations and problem solving that should be 
initiated by the LEP. This will encourage practitioners to create significance and ensure 
that previously developed and gained skills and knowledge are included in the process 
in order to make informed decisions and be accountable for the results (Chrisholm, 
Harris, Northwood and Johrendt, 2009:327). Much emphasis is placed on the role and 
activities the less experienced nurses play in their development. Ward (2008:77) 
explains that from analysing a current situation the patterns formed can be used as a 
template for re-working one’s capacity to relate and understand in other situations, thus 
forming paradigms. The practitioner will display a readiness to engage with and 
respond constructively to challenges. An employee’s readiness to participate in skill 
acquisition and the employee’s ability to apply clinical reasoning are other factors that 
have a major effect on the effectiveness of skill acquisition (Benner, 2010: 43).  
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2.4.2 Facilitation, Reflection and Feedback 
Beginners (LEPs) should be taught and facilitated about the use of self in their own 
professional development from the start. It is said that knowledge and skills based in 
the practical field are difficult to teach and therefore learning in the practical field does 
not take place automatically. The recommended teaching approach should combine 
psychodynamic and person-centred approaches. A strong experiential element with 
the teacher or facilitator as a role model should be acknowledged as part of the learning 
(Ward, 2008:67-68). The MEP has to demonstrate correct behaviour and the LEP will 
imitate this behaviour. However the aim should not be on only imitating the behaviour 
of the MEP but also on understanding the reasoning behind the behaviour.  
Skilled facilitation and critical reflection could be used by the MEPs to develop a 
learning culture in the practice environment. Reflection is an aspect that facilitates the 
LEP to understand the reasoning behind specific actions and plays a major role in skills 
and knowledge development. Reflection during the actions and then also reflection 
post-action in practice, and the thoughts that guided the actions should be encouraged; 
this is known as critical reflection and is vital to learning and the development of 
expertise (Keating, 2006:10). A deep and sustained reflection on practice during each 
of the stages of skill development is needed for a professional nurse to move through 
the different skill development stages; this is known as reflective time. Reflective time 
increases practice capacity (Benner, as cited in Lyneham, Parkinson & Denholm, 
2009:2480). Boomer & McCormack (2010:639) state that reflection on practice does 
not automatically lead to reflexive practice but that other aspects like heightened 
awareness, change, growth and development of the self both personally and 
professionally is needed before reflexive practice occurs. As indicated in this 
paragraph it is clear that as the less experienced nurse becomes more experienced 
the learning becomes more automatic and practice becomes more reflexive. 
Other forms of feedback exist and are described as when the employee engages in 
informal conversations that generate insight. Time should be given for self-reflection 
and time should be made to guide the staff member in self-reflection as this will create 
knowledge and awareness. A growth enhancing practice environment allows for 
certain aspects of experience such as reflection and feedback. Processing of 
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experience through reflection and feedback is the other key aspects identified (King, 
2009:187-190).  
Many forms of feedback exist and should be encouraged as this enhances and 
facilitates knowledge and skill development. Interaction with others and listening forms 
part of the learning by doing concept that applies to gaining of knowledge and skills in 
the social environment which could refer to the work environment. The importance of 
the motivational factor should not be forgotten for individuals to move forward in 
experiential learning (Conner, as cited in Chrisholm, Harris, Northwood and Johrendt, 
2009:324). Employees have a choice to participate and learn in the work place and 
their engagement is self-determined (Keating, 2006:12). Expert behaviour should 
become the aim of the non-expert staff member (King, 2009:191). The overall process 
of learning in the workplace through problem solving relies on activities such as peer 
teaching, sharing knowledge, feedback and inquiry (Yeo, 2008:321). The practice 
environment should provide support, resources and opportunities for optimal 
experience (King, 2009:187). As indicated above the employees, environment, peers 
and the opportunities to learn and grow form part of the aspects that can either 
enhance or hinder skill and knowledge development.   
2.4.3 Use of self 
When considering the employee as an aspect that influences skill and knowledge 
development one refers to the use of self. Opportunities should be provided for 
practitioners to reflect on themselves, the event and the outcomes of the event and to 
engage with others on constructing and confirming the significance of their experiences 
so that they can begin to consciously ‘use’ the self in practice (Ward, 2008:80). A 
principal part in professional development is the effective application and purposeful 
use of self. An appropriate environment should be created where the practitioner feel 
safe to learn, understands where they fit into the work place and to still be challenged. 
The personal, professional and academic elements should be combined in the 
development of the practitioner (Ward, 2008:67).  
Contradictory to notions that learning is highly individual and reflexive, learning also 
occurs primarily in a relationship rather than in private. Various challenges and stimuli 
can be provided to stimulate learning on an individual basis, however converting the 
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experiences into realistic and applicable learning for practice has been suggested to 
happen mainly in dialogue with experts and in peer discussions. During discussions 
the practitioner can be guided into recognising aspects of self and formulating practice 
patterns. Therefore a combination of individual work, group work and group 
discussions produce good learning opportunities (Ward, 2008:79). 
Structure and the pattern of work will influence the learning that can take place during 
work (Keating, 2006:12). The employee should have a mindful and engaged way of 
practice to ensure openness to learn from experience, this focussed practice in the real 
life situation is seen as deliberate practice (King, 2009:190). Paradigm formation and 
incidental learning through learning opportunities, panel and peer discussions are 
difficult, almost impossible, to achieve in any learning environment other than in the 
clinical field. Participants who engage in personal reflection and collaborative 
investigation to solve problems experience increased learning. During collaborative 
investigation peer teaching, knowledge sharing, feedback and inquiry happen, which 
are all characteristic of learning that takes place in the practical field (Kofoed and 
Kolmos, as cited in Yeo, 2008:321). The learning in the practice environment can 
therefore be seen as active learning. 
Active learning complements experiential learning in the work place but it has to be 
planned. Active learning includes aspects like: engaging with the senses, multiple 
intelligences, self-reflection and dialogue with others. Thus, action in the workplace is 
grounded in feeling, personal experience and requires a context. Active learning further 
aims to reinforce connections between concepts, visions, strategy and developing a 
learning culture. (Dewing, as cited in Boomer and McCormack, 2010:641) 
2.4.4 Support 
The culture in the practice environment plays an important role in the development of 
employees with regard to the structuring of the work relationships and the work 
allocation. As part of the culture in the practice environment, the senior staff should 
also provide emotional support to the less experienced staff. Senior staff should also 
behave as role models and by giving well-informed, applicable information that staff 
can apply in their context or situation (King, 2009:191-192). When the more 
experienced staff act in a teaching capacity they should facilitate, mentor, guide, and 
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support the less experienced employee in his/her own efforts to access, use and create 
knowledge (Keating, 2006:17).  
Support in the clinical environment is another aspect that the researchers considered. 
By support they refer to the commitment of the managers to engage in on-going 
professional development and to facilitating and increasing supervision and 
development. The key role of the manager will be that of an enabler and role model of 
the practice changes (Jasper, 2010:622). Table 2.1 lists the managerial approaches 
that enable and disable learning in the practice environment. 
Table 2.1: Managerial approaches that enable or disable work-based learning 
Managers enable work-based learning 
when they: 
Managers disable work-based 
learning when they: 
 Have a flexible approach to learning. 
 Enable practice development. 
 Legitimise personal development. 
 Encourage collegial work. 
 
 Are didactic, defensive and resistant 
to change. 
 Have unsupportive staff. 
 Lack organisational systems that 
encourage communication and 
commitment. 
(Moore, 2010:27) 
Challenges that were found to exist in the workplace during experiential learning have 
been identified as the role boundaries with regards to delegation of duties, issues with 
regards to supervision in training, mentorship, supernumerary status and effective 
support (Thurgate, as cited in Jasper, 2010:622). These challenges could be either 
overcome or amplified by management; therefore management has an impact on the 
development of organizational knowledge and needs to support learning and the 
development of skills and knowledge of the employees. 
Factors that need to be in place for the development of organizational knowledge and 
proper implementation of the strategy include: flexibility in the learning structure, a 
reward and recognition process, appropriate positioning of technological infrastructure, 
effective communication network, facilitated socialization, responsibility shift from 
supervisor to shared responsibility and monitoring and evaluation system in place for 
employees (Yeo, 2008:322–325).   
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2.4.5 Factors and processes involved in development of professional 
expertise 
King (2009:187-194) discusses a framework of strategies to facilitate skills acquisition 
to assist the professional nurse to become an expert. The framework for developing 
skills identified the following aspects that facilitate skill acquisition during experiential 
learning: direct experience through deliberate practice, feedback through discussions 
and conversations between therapists, self-reflection, support and resources such as 
coaching and available literature, availability of opportunities and supportive learning 
orientated work places. Experiential learning necessitates direct involvement rather 
than merely thinking and talking about a situation. This emphasises the significance of 
experiential involvement to work related learning (Smith, as cited in Chrisholm, Harris, 
Northwood and Johrendt, 2009:324).  
King (2008:187) developed a model of factors based on the framework of strategies to 
facilitate skill acquisition and processes involved in the development of professional 
expertise (as indicated in figure 2.1). The presence and application of these factors will 
lead to an enhanced self, the content and procedural knowledge of the staff member 
and would further result in enhanced outcomes and professional reputation, thus 
developing professional expertise (King, 2009:187). Boomer and McCormack (as cited 
in Jasper, 2010:621) state that a learning organization with a team and environment 
commitment needs to be in position for learning within the workplace to take place and 
for practice change to result. This is, they believe, the true notion of a learning 
organization (Boomer and McCormack, as cited in Jasper, 2010:621).  
A learning organization provides an infrastructure that assists with continuous learning, 
adaptation and growth. The learning organization attempts to change the behaviour of 
the organization through learning and creating a learning culture (Estrada, 2009:202). 
Estrada (2009:203–205) identified several characteristics of a learning organization: 
promotion of enquiry and dialogue, empowering of people toward a collective vision, 
creating continuous learning opportunities, providing strategic leadership for learning. 
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Figure 2.1: A model of the factors and processes involved in the development 
of professional expertise (King 2009:187). 
Optimal conditions form a key part of the model and include the availability of a growth-
enhancing environment and the personal aspects of the staff member. According to 
this model the individual needs to have a desire, motivation and capacity to develop 
expertise. Thus the individual has to choose to engage in deliberate practice (King: 
2009:187).  
2.4.6 Learning Transfer Skills Inventory 
A generalized tool, the Learning Transfer Skills Inventory (LTSI), was developed by 
Holton and Bates to measure learning transfer and the factors that contribute and 
hinder training interventions (Holton, as cited in Holton, Bates, Bookter & Yamkovenko, 
2007:385). The Learning Transfer Systems Inventory (LTSI) consists of four aspects 
subdivided into variables: (1) ability, (2) motivational elements, (3) the work 
environment, and (4) secondary influences (as indicated in Figure 2.2). These aspects 
should be monitored, managed and assessed accurately to achieve effectiveness of a 
training intervention (Coetsee, Eiselen & Bason, 2006:47-48).  
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Figure 2.2: LTSI transfer systems approach, schematic presentation of 
constructs (Coetsee, et al. 2006:47) 
Holton, Bates, Bookter & Yamkovenko (2007:385) describe ability as the extent to 
which the skills and knowledge transferred by the senior staff are applicable to 
everyday practice. Further emphasis is placed on the senior staff member by 
identifying the degree to which the training intervention enables skills transfer through 
working with senior staff. Staff should also be given the opportunity to use the 
knowledge and skills gained through the training intervention. The ability and 
willingness of the staff member to gain knowledge and skills from the senior staff 
members will also have an effect. 
Another aspect of the LTSI, motivation, refers to the staff member’s motivation to want 
to learn new skills and knowledge and the application of the new skills and knowledge. 
Motivation also looks at motivational factors such as improved work performance and 
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outcomes, by aiming to measure the staff member’s expectation that when learning is 
applied work performance will improve and increased work performance will result in 
improved outcomes (Holton, Bates, Bookter & Yamkovenko 2007:385). 
The aspect environment aims to measure the degree to which the line manager 
supports and reinforces the skills and knowledge gained by the staff member through 
the training intervention. Negative reactions from the line managers when applying new 
knowledge and skills are also measured. The extent to which the staff member’s peers 
provide support and their reactions to the implementation of new skills and knowledge 
is another variable that could have a negative or positive impact on the environment. 
The degree to which the application of the new skills and knowledge will lead to 
negative or positive outcomes for the individual, for example the impact on the staff 
member’s job performance, is also a variable to be evaluated when assessing the 
environment as an aspect. 
Secondary influences mainly focus on the individual’s readiness to learn and 
participate in learning. This refers to the extent to which a staff member is prepared to 
learn and engage in the learning experience and the staff member’s belief that 
individual changes in work performance are personal based. 
2.5. CONCLUSION 
The literature review in this chapter provided an in-depth description of the literature 
and research previously done by other researchers on the topic of skill acquisition and 
transfer. Links are indicated between the different stages of expert development, 
experiential learning and the aspects that influence skill and knowledge acquisition. 
The next chapter will describe the research design and methodology followed, giving 
the reader an understanding of how the research was conducted.  
  
32 
 
CHAPTER 3  
RESEARCH DESIGN AND METHODOLOGY 
3.1 INTRODUCTION 
Chapter 2 presented a literature review identifying the aspects that influence skills 
transfer. The literature review explained the development stages of the professional 
nurse, discussed experiential learning and explored the aspects that influence skills 
transfer. This chapter (chapter 3) will present an discuss the research design and 
methodology used in this study.  
Research methodology refers to the approach that will be followed to conduct the 
study. The most appropriate approach to meet the research objectives should be used 
as this will assist the researcher to work in a systematic, rigorous, transparent manner 
so that ultimately the research questions are answered (Gerrish & Lacey, 2010:129).   
Research design includes the research method that will be discussed in the first part 
of this chapter. Also included under research methodology in this chapter will be the 
research population, sampling methods, data collection and analysis. Lastly the pilot 
study, reliability and validity will be addressed.  
3.2 RESEARCH DESIGN  
The research design is the strategy that the researcher uses to answer the research 
question (Gerrish et. Al., 2010:129). This study has a quantitative, descriptive, 
exploratory, contextual survey design.  
3.2.1 Quantitative design 
Quantitative research can easily be differentiated from other approaches when 
examining the specific method of data collection, data analysis and the way in which 
the research question is answered. Quantitative research focuses on using empirical 
evidence with findings based on reality (Polit & Beck, 2008:16). Empirical evidence 
refers to findings that are evidence based and not that of the researcher’s beliefs and 
opinions (Polit & Beck, 2012:14). The researcher therefore used existing theories and 
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literature to guide the research process and the collection of data based in reality, 
ensuring that the evidence was empirical.  
In a quantitative research study findings are gathered through formal measurements 
using structured instruments and analysed through statistical procedures (Polit and 
Beck, 2008:16). Data gathered are quantifiable meaning that they are numerical, 
obtained through a formal instrument and can be analysed statistically (Polit et. al, 
2012:14). In this study the formal instrument was developed by the researcher in the 
form of a questionnaire to collect the data from which numerical information was 
gathered for statistical analysis.  
The research was non-experimental which means that the researcher observed, 
described and documented aspects of the training intervention by means of a survey 
(Polit & Beck, 2010:236). The training intervention and the aspects that facilitate or 
hinder skill acquisition will be described in this study in order to accurately answer the 
research question. All the above are characteristics of quantitative research and 
demonstrate that the methodology used in this research study is quantitative.  
3.2.2 Descriptive design 
The research design is also described as descriptive. In quantitative descriptive studies 
researchers describe phenomena, answer unanswered questions and use a measure 
to answer the questions (Parahoo, 2006:184-185). A major purpose of a study being 
descriptive is that it aims to describe the status quo, an event or an experience (Babbie, 
2010:93-94). Taking these characteristics into consideration the research design for 
this study would qualify as descriptive. In this study the researcher extensively 
describes the aspects that facilitate and hinder skills acquisition. A wide range of 
information from existing literature and theories were collected to describe skill 
acquisition and aspects that play a role in skill acquisition. This study will not be limited 
to a descriptive design but would also be classified as having an exploratory design. 
3.2.3 Exploratory design 
An exploratory design denotes that the researcher will explore phenomena and 
observe links between variables (Parahoo, 2006:184). In the case of this study the 
researcher explored the aspects that either facilitated or hindered skill acquisition. The 
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training intervention was introduced in 2008 and has subsequently not been examined 
in depth to determine the effect of existing variables on the training intervention. The 
above-mentioned is typical of an exploratory design. An exploratory approach occurs 
when a researcher explores a new phenomenon or phenomena that have not been 
examined previously (Babbie, 2010:92). Furthermore, an exploratory approach is 
designed to shed light on the underlying practices or manner in which a phenomenon 
is expressed (Polit, et. al, 2012:18). The training intervention, as mentioned above, has 
not been explored prior to this study and this enabled the researcher to examine the 
training intervention as a phenomenon.     
Exploratory research helps the researcher examine specific topics and to focus as 
variables are identified (Babbie, 2010:93). Literature and theories were used to identify 
the existing variables that could have an effect on the training intervention, assisting 
the researcher to focus on the relevant variables. The theory of nursing 
accompaniment by Kotzé (1998:10) as described in chapter one indicates that there 
are structures of accompaniment that should be observed and experienced. These are 
relationship structures, course structures, actualization structures and goal structures. 
Another theory that assisted with identifying variables was Kolb`s theory of experiential 
learning. Experiential learning as described by Kolb can be broken down into a process 
with four stages: plan, act, observe and reflect (Kolb, as cited in Akella, 2010:101–
102). Kolb`s theory of experiential learning was explored and described in chapter 2. 
Aspects that influence knowledge and skill acquisition during experiential learning have 
been recognized in different forms by researchers and as a result tools and frameworks 
have been developed. In chapter two variables identified in literature are explored. A 
framework that was identified by King (2009:187-194) discusses an outline of 
strategies that facilitate skills acquisition aimed at assisting the professional nurse to 
become an expert. A generalized tool, the Learning Transfer Skills Inventory (LTSI), 
that was developed by Holton and Bates to measure learning transfer, and factors that 
contribute and hinder training interventions was also used to identify variables (Holton, 
as cited in Holton, Bates, Bookter & Yamkovenko, 2007:385). Other variables identified 
and discussed in the literature review include the practice environment, use of self, 
facilitation, reflection and feedback and support. These variables clearly identified 
which aspects should be included in the questionnaire. The variables being explored 
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refer to the aspects that either hinder or facilitate skills transfer and acquisition during 
the training intervention.  
3.2.4 Contextual design 
Contextual design usually forms part of the qualitative research design but, in the case 
of this research study, the researcher incorporated open-ended questions to validate 
the type of experiences and skills being transferred. The researcher asked the 
participants to describe a situation where they have learnt something significant in the 
clinical field from a MEP, thus giving the researcher insight into the contexts of the 
skills being transferred. Secondly the researcher asked the participants to indicate any 
learning needs they might have as well as giving them an opportunity to make 
suggestions as to how the initiative could be improved. These types of questions are 
contextual as they are concerned with making sense of the LEP`s experience.   
3.2.5 Survey design 
A survey can be used to gather information from a population to determine the 
incidence, distribution or relationship between variables in that specific population. 
When using a survey design links are made without introducing an intervention 
(Parahoo, 2006:186–187). A survey was used in this study to gather information from 
the professional nurses working in the Chronic Haemodialysis Units to describe and 
explore the aspects that either facilitate or hinder skill acquisition; therefore the design 
of this study was partly described as a quantitative survey design. 
3.3 RESEARCH METHOD 
The research method refers to the technique or the method used by the researcher to 
structure a study. The method outlines the scientific approach used to gather 
information, analyse data and describe findings related to the research question (Polit 
et. al., 2008:16). The research method in this study will describe the research 
population, sampling method, data collection method, data analysis method, pilot study 
and the reliability and validity.  
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3.4 RESEARCH POPULATION 
A research population is the entire group of individuals from which the sample is drawn 
(Brink, 2006: 123-124). The target population are all the individuals that form part of 
the focus of the study and to whom the results will apply (Gerrish et al., 2010:143–
144). The target population in this study are all the professional nurses working at the 
private chronic haemodialysis units of the particular health care group. The 
professional nurses working at the private chronic haemodialysis units form part of the 
sampling frame.  
The sampling frame clearly lists all the participants from which the sample is drawn 
(Gerrish et al., 2010:143–144). The total number of staff complement of the private 
dialysis company was 829 employees, of whom 357 were professional nurses, 199 of 
the 357 professional nurses work in the chronic haemodialysis units of whom 128 met 
the inclusion criteria. Therefore the sampling frame for this study comprised of 128 
professional working in 54 private chronic haemodialysis units.   
3.5 SAMPLING METHOD 
A sample refers to the individuals who were included in the research study namely, the 
participants. Inclusion criteria were used to assist the researcher to decide whether a 
participant was eligible to form part of the sample group (Brink, 2006:123-124). 
Inclusion criteria will be used to identify the sample group, from which a sample will be 
drawn. All the professional nurses who met the inclusion criteria were included in the 
sample. The reason for the exclusion of all professional nurses with less than 4 months 
experience was that they were included in an orientation programme providing ongoing 
support and training throughout the first 3 months of employment. Inclusion criteria 
were that the participant had to be registered with the South African Nursing Council 
as a Professional Nurse and the participant had to be employed as a Professional 
Nurse working in the Chronic Haemodialysis Unit for longer than 4 months. 
The exact number of professional nurses forming part of the sampling frame changed 
on a month by month basis as employees resigned and new employees were 
employed; this is known as the rolling enrolment factor (Polit et al., 2010:311–312). 
The sample size was influenced by two factors, the enrolment factor and the pilot study. 
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The professional nurses who participated in the pilot study were deducted from the 
sampling frame.  
Convenience sampling is a form of non-probability sampling where the subjects are 
accessible and available (LoBiondo-Wood & Haber, 2010:225). It was the most 
appropriate sampling strategy to use in this study due to the limited size of the target 
population. The sampling method also ensured maximized representativeness of the 
population. The larger the sample size, the lower the risk of non-representativeness 
(LoBiondo-Wood, et. al, 2010:225). Non-probability sampling has an associated risk of 
there being no control over the representativeness of a population, cautioning the 
researcher that it could be difficult to generalize the findings (Babbie, 2010:192). 
However, in the case of this study it was justified as the target population was very 
specific. The sample size has to be maximized to ensure that it is representative of the 
population. As previously stated there were only 128 professional nurses working in 
the 54 private chronic haemodialysis units.   
3.6 DATA COLLECTION METHOD 
The data collection method determines the accuracy of the research findings. 
Therefore the data collection method has to be suitable to the research questions and 
the research design. A structured data collection approach will result in data being 
collected that is quantifiable (Polit et al., 2010:338-340). The researcher took into 
account the characteristics of the participants, the process to identify the participants, 
the administrative processes to administer the data collection and to pre-test the 
questionnaire.  
Furthermore the survey was conducted through utilizing a structured questionnaire. 
This forms part of the structured approach that was followed. The use of a structured 
questionnaire ensured that the data collected was unambiguous, easy to count and 
therefore quantifiable (Bowling, 2009:282–283). A structured instrument, such as the 
one used in this study, means that the responses to the questions were predetermined 
and in a specific order. During the development of a structured instrument intense 
focus is placed on question formulation and content of the questions (Polit et al., 
2012:297).  
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A survey can be done to measure an event, attitude or behaviour in a specific 
population. At a specific point in time the information is collected from a sample of the 
target population group through a descriptive survey. In the survey the participants are 
asked to report on events, feelings and behaviour retrospectively (Bowling, 2009:215). 
A descriptive survey also aims to assess the status quo (Gerrish et al., 2010:217), 
which in this case refers to the training intervention that was implemented in the private 
dialysis units. The research study aimed to measure the extent to which the aspects 
that hinder or facilitate skills acquisition affected the training intervention. The LEPs 
were given a survey to measure the event namely, the skills acquisition, their attitude 
towards the training intervention and the behaviour of both the more and less 
experienced staff. Therefore a descriptive survey was deemed the most effective tool 
to use and hence was used for data collection.  
3.6.1 Questionnaire development 
The questionnaire was divided into four sections. The first section collected the 
demographic data of the participant through closed-ended questions. The 
demographic data was included so that the characteristics of the participants could be 
described. This type of data can also be used when comparing different study samples, 
in other words when generalising the findings (LoBiondo-Wood et al., 2010:277). The 
data relating to the most important specific characteristics of the participants were age, 
years of experience working as a professional nurse, working in Nephrology Nursing 
and working in haemodialysis and an additional qualification in Nephrology Nursing.  
The second section of the questionnaire focused on exploring and describing the 
aspects that facilitate or hinder skill acquisition during the training intervention. The 
researcher used several models, theories, frameworks and literature to identify the 
aspects that either hinder or facilitate skill acquisition (see Chapter 2, the Literature 
review). The theory of nursing accompaniment by Kotzé (1998:10) together with Kolb’s 
theory on experiential nursing (as cited in Akella, 2010:101–102), a framework of 
strategies that facilitate skill acquisition by King (2009:187–194) and a generalized tool, 
the Learning Transfer Skills Inventory (LTSI), that was developed by Holton and Bates 
to measure learning transfer, and factors that contribute to and hinder training 
interventions (Holton, as cited in Holton, Bates, Bookter & Yamkovenko, 2007:385) 
were the theories, models and frameworks mentioned above and used to develop the 
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second section of the questionnaire. The identified aspects that facilitate or hinder skill 
acquisition were then divided into four categories: practice environment, MEP, LEP 
and learning process.  
The third section of the questionnaire was used to determine the type of skill 
transferred, whether management skills or clinical skills. The second and third sections 
of the questionnaire consisted of Likert scale questions, semantic differential questions 
were used as well as open-ended questions. The Likert scale and semantic differential 
formatted questions have a higher rigor, accuracy, objectivity and structure than other 
question layouts (Babbie, 2010:181). Likert scale questions have pre-determined 
response categories that assist the researcher to differentiate in intensity and also 
pegs the intensity of the statements. Averages can also be determined by using Likert 
scaling (Babbie, 2010: 179-180). The response categories in this survey’s Likert scale 
questions ranged from strongly disagree to strongly agree. The semantic differential 
formatted questions were used to determine what types of skills were most likely and 
most frequently transferred. The two opposing ratings were limited or extended.  
The fourth section of the questionnaire gave the participant an opportunity to provide 
feedback about skills transferred as well as feedback of how to improve skill 
acquisition. The researcher used a descriptive question guiding the participants to 
describe a situation from which they have learnt and gained a skill. The data collected 
from these answers were aimed to assist the researcher to determine firstly if skills 
were transferred and to confirm the types of skills transferred. Descriptive questions 
that give contextual information are usually used in qualitative research design studies 
where the participants are given the opportunity to describe an experience in their own 
words (Polit, et al., 2012:536). The open-ended questions included in the questionnaire 
allowed the participants to share ideas and add any information that the researcher 
perhaps did not consider. Open-ended questions also allow the participant to answer 
in their own words and any possible answer could result (LoBiondo-Wood, et al., 
2010:276). The questionnaire was loaded electronically and emailed to all participants. 
3.6.2 Data collection 
Survey Monkey, a web site specifically designed to assist with on line surveys, was 
used to load the questionnaire electronically. A link was then provided that was sent to 
40 
 
the participant. The questionnaire opened when the participant clicked on the link. After 
completion of the questionnaire the participant clicked on the submit button. The data 
was then received and stored on the web site. It was not possible to trace who had 
completed or submitted the questionnaire, thus yielding it completely anonymous.  
An active staff list was obtained from the private dialysis company`s human resources 
department. The active staff list had the following information for each employee: 
department, region, surname, name, job title, management level, gender, race, age, 
months in service, years in service, disability. This enabled the researcher to clearly 
identify the target population from whom the sample was drawn. 
An email via “communications” was emailed to the entire company to advise all 
potential participants of the survey that was being conducted (see Annexure A to view 
the letter). “Communications” is a means of communication that is used by the private 
dialysis company whereby emails are sent to employees. Following this initial email 
that was sent out via “Communications”, two working days, the link to the survey 
together with an information letter containing the informed consent, proof of ethical 
clearance and company consent was emailed to the participants at the different chronic 
haemodialysis units. The unit email addresses were taken from the email database for 
this purpose. The private dialysis company has computers available in every unit. The 
participants were given two weeks to complete the surveys. The information letter 
(Annexure B) clearly stipulates all the information pertaining to the reason for the 
survey, anonymity and all other ethical matters.  
3.7 DATA ANALYSIS METHOD 
Data analysis forms part of the analytical phase and is aimed at answering the research 
question. The data needs to be systematically analysed in an organised manner which 
is done through statistical analysis (Polit et al., 2010:392). Two types of statistics were 
used, known as descriptive and inferential statistics. A statistician was used for this 
purpose.    
Descriptive statistics were used to summarize and describe the data collected. 
Descriptive statistics are most commonly used to describe the sample with regards to 
demographic data to allow the researcher to be able to generalise the findings to an 
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entire population. Secondly, descriptive statistics were used to describe the 
characteristics of the data collected (LoBiondo-Wood et al., 2010:310). Averages and 
percentages were used to describe the three characteristics of the data that was 
collected. These were the variability, the central tendency and the shape of the 
distribution of the values (Polit et al., 2010:392). In other words descriptive statistics 
used in this study assisted the researcher to identify and categorise participants 
according to age, experience and development level. Descriptive statistics further 
assisted the researcher to hypothesize the relationship between variables.   
Inferential statistics aim to analyse the data collected through the survey and to answer 
the research question. Inferential statistics can also be used by the researcher to draw 
conclusions (LoBiondo-Wood et al., 2010:310). Inferential statistics were used to draw 
conclusions about the aspects that hinder or facilitate skill acquisition during the 
training intervention, thus enabling the researcher to develop guidelines to optimize 
skill acquisition during the training intervention.   
The information gathered through the survey was used to draw conclusions so that the 
researcher could develop guidelines to optimize the effectiveness of the training 
intervention, this being the main aim of statistical analysis (Garish et al, 2010:455). The 
guidelines would be given to the private dialysis company to optimize skill acquisition 
during the training intervention.    
3.8 PILOT STUDY 
The pilot study is a small trial run, a sample study of the actual study (Polit et al., 
2010:563). The aim of a pilot study is to determine whether the questionnaire 
accurately measures the research objectives and to ensure that the questions are 
understandable and non-ambiguous, especially when a questionnaire will be used for 
the first time (Gerrish et al., 2010:378). As this study used a newly developed 
questionnaire and therefore a pilot study was considered essential.  
The pilot study was conducted in 3 of the 54 Chronic Haemodialysis units of the private 
dialysis company. In these 3 units only 6 professional nurses qualified to participate in 
the study according to the inclusion criteria, therefore the effect on the sample frame 
was minimal. An email was sent to each participant containing the link to the survey as 
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well as the information letter containing the consent. The pilot study participants were 
given two weeks to complete the questionnaire. Four of the six requested participants 
responded. The results from the pilot study were taken to the statistician to determine 
whether the results could be used to compile descriptive and inferential statistics. The 
results were further analysed to determine whether the variables, being the aspects 
that either facilitate or hinder skills acquisition during the training intervention, were 
measured. Participants were requested to provide feedback on the questions in the 
questionnaire to determine whether the questions were clear, understandable and 
unambiguous. Minimal changes were made to the questionnaire.  
3.9 VALIDITY AND RELIABILITY 
Reliability and validity of a study refers to its trustworthiness and they are both 
concerned with the quality of research (Gerrish et al., 2010:24, 139). Conclusions 
drawn by the researcher and the guidelines that were developed in this study can only 
be used in evidence based practice if the measurement instrument, the questionnaire, 
accurately measures the concepts of the theory (LoBiondo-Wood et al., 2010:286). 
This is exactly what is meant by reliability and validity. A pilot study was done to ensure 
that the questionnaire accurately measured the aspects that were identified as either 
hindering or facilitating skills acquisition during the training intervention.  
3.9.1 Validity  
Validity aims to determine whether an instrument truly measures a variable. It also 
aims to determine the relevance of the independent variable and the extraneous 
variables to the dependant variable (Polit, et al., 2012:175). In relation to this study, 
validity questions whether the independent variable, being the MEP, has an effect on 
the skills acquisition of the LEP, being the dependent variable. Validity additionally 
refers to the degree to which an instrument like a questionnaire adequately reflects the 
true meaning of the concepts, notions and theories in the study (Babbie, 2010:153). 
Validity is broken down into sub-categories known as face validity, construct validity 
and content validity. The next section will explain how this study met the criteria of each 
category of validity.  
Face validity refers to a measuring instrument appearing, by just looking at it, as if it is 
measuring what it is supposed to measure (Polit, et al., 2012:336). On face value it did 
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appear as if the questionnaire measured the aspects that facilitated or hindered skill 
acquisition during the training intervention. The questions looked related to the topic 
and it appeared as if all aspects that were mentioned in the literature, theories and 
frameworks were included in the questionnaire. 
Construct validity focuses on verifying the relationship between variables (Babbie, 
2010:154). This type of validity is concerned with whether or not the instrument is 
measuring the constructs. Construct validation is done through analysing and 
conceptualizing a construct or variable (Polit, et al., 2012:339). Therefore the 
researcher developed the questionnaire using the theory of nursing accompaniment 
by Kotzé (1998:10), Kolb’s theory on experiential nursing (as cited in Akella, 2010:101–
102), the framework of strategies that facilitate skill acquisition by King (2009:187–194) 
and a generalized tool called the Learning Transfer Skills Inventory (LTSI) that was 
developed by Holton and Bates to measure learning transfer, and the factors that 
contribute and hinder training interventions (Holton, as cited in Holton, Bates, Bookter 
& Yamkovenko, 2007:385) to identify, conceptualize and analyse the variables.  
Content validity refers to the construct being thoroughly conceptualised and ensures 
that the construct is measured in its totality and that all domains within a construct are 
measured. Adequate content coverage can be ensured through an extensive literature 
review (Polit, et al., 2012:336–337). In chapter 2 of this study an extensive literature 
review clearly describes each construct and its domains.  
Validity further ensures the extent to which a measure accurately measures a 
behaviour, attitude or event (Polit, et al., 2010:106). The best sampling technique for a 
specific study has to be used to ensure that the sample size is correct and that the 
results are accurate and can be generalized to the research population (LoBiondo-
Wood, et al., 2010:221). Therefore the researcher used convenience sampling to 
ensure representativeness of the population and accuracy of the results.  
3.9.2 Reliability 
Reliability focuses on consistency, accuracy, stability, equivalence and homogeneity 
meaning that it is concerned with attaining the same result every time. A measure that 
is reliable would produce the same result if the test is repeated, all the items in the 
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instrument measure the same theory or constructs of a theory and when another 
instrument is used it yields the same results (LoBiondo-Wood, et al., 2010:295). 
Reliability is much concerned with the method used to measure the variables (Polit, et 
al., 2012:175). In the case of this study the researcher used a questionnaire to measure 
the effect that the aspects that hinder or facilitate skill acquisition have on the training 
intervention. The variables were categorised and divided into groups. More than one 
question was asked on a specific variable, using different words and so increasing its 
reliability, this is known as the Split-Half method (Babbie, 2010:152). 
Another factor that affects reliability is the characteristic of the sample group. The more 
heterogeneous the group the better the reliability and generalizability of the results. In 
a heterogeneous sample the questionnaire will be a more reliable measure of the 
variables (Polit, et al., 2012:335). Therefore it was decided not to limit the study to only 
one province but rather to use all the chronic haemodialysis units of the private dialysis 
company in the country. Due to the small number of professional nurses working in the 
chronic haemodialysis units in this private dialysis company it was also decided that all 
professional nurses who meet the inclusion criteria should be selected to ensure a big 
enough response, this is known as convenient sampling. Another reason why this 
method of sampling was used was to ensure that the sample was representative of the 
population in order to generalise the results to the total population.   
To ensure reliability in this study the researcher used an existing tool, theories, 
frameworks and models together with literature to develop the questionnaire as earlier 
discussed in this chapter. By using an established tool as the basis of the questionnaire 
the reliability was increased. According to Babbie (2010:153) a known method used to 
increase reliability is when researchers make use of existing tools that have been used 
in other studies.  
3.10 ETHICS 
Research, participants and society need to be respected and protected against harm. 
For this purpose a code of ethics has been developed and there are specific bodies 
that enforce this code of ethics (Bowling, 2010:167). Codes of ethics that have been 
established are the Nuremberg Code, the Declaration of Helsinki and the Belmont 
Report. The principles in these codes are used by ethics committees to ensure that 
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research participants are protected (Burkhardt and Nathaniel, 2008:306–309). Ethical 
clearance was received from the NMMU research ethics committee and the Faculty 
Research, Technology and Innovation Committee (FRTI) (see Annexure A). The 
researcher also gained access to the site as the private dialysis company gave 
permission for the research to be conducted (see Annexure B). This information was 
given to all participants. 
3.10.1 Confidentiality, Anonymity and Autonomy 
General ethical principles that direct research are that the participants should not be 
harmed, they should be informed, participation should be voluntary, and they should 
also be assured of confidentiality and anonymity (Bowling, 2010:167). The researcher 
ensured and maintained autonomy through endorsing voluntary participation. The 
participant could choose to participate or not to participate after having received 
information regarding the research. The participants` choices were respected 
(Burkhardt & Nathaniel, 2008:54).  
Several means were used to ensure that the participants were well informed about the 
research. Two days prior to the questionnaires being sent out, a communications email 
was sent to each unit introducing the idea that a survey of the training intervention 
would be conducted. The communication email contained information regarding the 
research. The email containing the link to the survey was sent and contained an 
information letter, proof of ethical clearance as well as the company`s permission letter, 
addressed to each participant and clearly indicated the necessary information to 
complete the questionnaire successfully and again highlighted voluntary participation 
and gave the assurance of anonymity.  
Confidentiality requires that the participant`s personal information and responses be 
kept private (Burkhardt & Nathaniel, 2008:309). The researcher ensured confidentiality 
by restricting access to the data. Only the research team members who needed to 
work with the data were granted access. The online programme used ensured 
confidentiality as each completed survey result was captured with no means of 
identifying which unit or computer or email address completed the survey.  
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3.10.2 Beneficence and Non-maleficence 
The participant must not be at risk ofany form of harm or discomfort. The researcher 
has to ensure that the participant feels free to participate and that participation or non-
participation in the research does not lead to any unfair treatment (Brink, 2006:32). 
The principle of beneficence and non-maleficence obligates the researcher to act for 
the benefit of others and therefore the researcher has to ensure that no harm comes 
to the participant (Burkhardt and Nathaniel, 2008:63; Davis, Tshudin & Raeve 
2006:59). The communication email and the information letter as well as the email 
containing the link to the survey advised the participant of the reason for the research 
by clearly indicating the purpose and the aim of the research, enabling the participant 
to identify the benefit the research holds. The programme used to collect the data 
ensured complete anonymity which in turn ensured that no harm would be done or 
negative impact occur to any employee participating or not participating.  
3.10.3 Justice 
The ethical principles justice and fair treatment of all participants prescribes that 
participants should be selected based on the research requirements and participation 
should be voluntary and, further, that no person should be discriminated against should 
they wish not to participate in the research (Lippincott, et al., 2012:155). The 
participant’s selection, as discussed under section 3.5 Sampling Method, clearly shows 
that participants were selected based on the research requirements. Participants were 
also well-informed that participation is voluntary as indicated in the information letter 
(Addendum E). Note that through the use of the web-based survey for data collection 
the researcher was unable to identify which participants completed the survey thus 
eliminating any possibility of discrimination against any selected participant for not 
participating.     
3.11 CONCLUSION 
In this chapter the researcher provided an overview of the design and methodology 
that was used to complete this study. The research design used in this study was a 
quantitative, descriptive, exploratory, contextual survey design. All the components of 
the methodological approach were clearly described to explain exactly how the 
methodology will answer the research question and meet the research objectives. The 
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questionnaire is also described in this chapter clearly indicating how the questionnaire 
was developed to ensure that it accurately measures the aspects that either facilitate 
or hinder skills acquisition. A copy of the questionnaire is included in Annexure D. In 
the next chapter the researcher describes and explores the data that was collected. 
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CHAPTER 4 
DISCUSSION OF THE FINDINGS 
4.1 INTRODUCTION 
This chapter aims to explore and describe the aspects that facilitate or hinder skills 
acquisition during the training intervention that was implemented in private dialysis 
units.  It will also identify those aspects that will be used to develop guidelines to 
optimize skill acquisition during the training intervention.  
The sample of professional nurses used in the study will be discussed together with 
the results and discussion of the analysis of the data gathered through a descriptive 
survey and sent to all the professional nurses working in the chronic haemodialysis 
units of the private dialysis company.  
In this chapter, the following pattern of discussion will be used: Initially the findings will 
be presented of each subsection (using graphs and tables), followed by a summary of 
the significant findings, and thereafter a discussion of the findings will be presented to 
integrate the contextual information with the data. 
4.2 SAMPLE OF PROFESSIONAL NURSES 
All professional nurses working at the private dialysis company in the Chronic 
Haemodialysis units who met the inclusion criteria were invited to participate in the 
study. The inclusion criteria were discussed in chapter 3.  
One hundred and twenty-eight (128) professional nurses met the inclusion criteria. Five 
(5) of the 128 professional nurses were selected to participate in the pilot study and 
were therefore excluded from the main study. In total 123 participants were invited to 
participate of whom 8 were on leave, 3 had changed to another department and 5 had 
resigned. A total of 106 participants were therefore available to participate in the study. 
Of these 62 completed the survey, therefore there was a 58% response rate.   
4.3 DATA ANALYSIS APPROACH 
Data was collected and analysed using online survey software, known as Survey 
Monkey. The software aids the researcher to collect responses and then to export the 
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results in EXCEL or SPSS. Furthermore, the online programme analyses the results 
and formulates descriptive statistics. Descriptive statistics aim to describe the data 
collected in a controllable form (Babbie, 2010:467). The Survey Monkey site claims 
that academics can make use of the software to test hypotheses about attitudes and 
behaviours in many different settings, including health care.  
The data was also sent to a statistician to further calculate inferential statistics, making 
use of Statistica (Version 12). Inferential statistics aim to assist the researcher to draw 
conclusions related to the study (Babbie, 2010:467).  
4.4 DEMOGRAPHIC DATA 
The significance of collecting demographic data is that the data aids the researcher to 
describe the study group (LoBiondo-Wood & Haber, 2006:277). The researcher 
selected specific demographic data to describe the study group, as indicated in Table 
4.1. The table below indicates the format in which the results will be discussed and the 
structure of this section.   
Table 4.1: Items to be discussed under demographic data 
4.4.1 Results 
4.4.1.1 Age distribution of the participants 
4.4.1.2 Experience as a Professional Nurse and in Nephrology Nursing 
4.4.1.3 Additional qualifications in Nephrology Nursing 
4.4.2 Summary of the demographic data 
4.4.3 Discussion concerning the demographic data 
4.4.1 Results 
The demographic data results are presented in Table 4.2. Demographic characteristics 
will be presented in two categories, first age and then years of experience working in 
Nursing, Nephrology Nursing and Chronic Haemodialysis Units. The participant 
distribution for each category is presented as a percentage.  
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Table 4.2: Distribution of demographic characteristics amongst professional 
nurses 
Age  
Age Groups Participant distribution in % 
29 years or younger 
30 – 39 years 
40 – 49 years 
50 – 59 years 
60 years or older  
15% 
39% 
30% 
8% 
8% 
Experience 
Experience 
questions 
Experience in years  Total 
<1 1-2 2-3 3-4 4-5 5-9 >9 
N
R 
% N 
How long have you 
been qualified as a 
Professional Nurse? 
0% 2% 11% 15% 6% 26% 40% 
0
% 
100% 62 
How long have you 
been working in 
Nephrology Nursing? 
16% 15% 13% 11% 18% 6% 15% 
6
% 
100% 62 
How long have you 
been working in 
Chronic 
Haemodialysis? 
18% 15% 16% 10% 16% 10% 13% 
3
% 
100% 62 
4.4.1.1 Age distribution of the participants 
In this study the distribution of age ranged between the ages 29 years or younger to 
ages 60 years or older. Amongst the participants 15% were 29 years or younger, 
whereas the majority of the participants were between ages 30 and 49 years of age, 
making a total of 69% of the participants. While both age categories, ages 50–59 and 
60 years or older, made up 8% of the participants. 
4.4.1.2 Experience as a Professional Nurse and in Nephrology Nursing 
Experience in the context of this discussion means the years that a professional nurse 
has been registered or actively working in nursing, and also the years that they have 
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been working in a Chronic Haemodialysis Unit or in Nephrology Nursing (with 
Nephrology patients). The stated experience does not necessarily mean that these 
nurses have additional qualifications.   
Data indicated that all the professional nurses had been working as a professional 
nurse for more than 1 year, so they all adhered to the inclusion criteria. The experience 
of the professional nurses was further analysed and the data revealed that 2% of the 
professional nurses had been qualified as professional nurses for between 1 and 2 
years, 11% between 2–3 years, 15% between 3–4 years, 6% between 4–5 years, 26% 
between 5–9 years, while 40% have been qualified for more than 9 years.  
The researcher also enquired about the professional nurse’s experience with regards 
to the time frame that they had been working in the field of Nephrology Nursing. The 
data revealed that 17% of the professional nurses had been working in the field of 
Nephrology for less than 1 year, 16% had been working for between 1–2 years, 14% 
between 2–3 years, 12% between 3–4 years, 19% between 4–5 years, only 7% 
between 5–9 years and 16% for longer than 9 years. Note that only 58 out of 62 
participants responded to this question. No specific reason for the non-responses 
could be given.  
Figure 4.1 graphically displays the years of experience of working in Nephrology 
Nursing to that of being qualified as a professional nurse. Note that most participants 
are at the higher end of the distribution of professional nursing experience and more 
evenly distributed by years of experience as nephrology nurses. 
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Figure 4.1: Years qualified as a Professional Nurse and years of experience in 
Nephrology Nursing. 
The research was however done specifically amongst the professional nurses working 
in the chronic haemodialysis units therefore the researcher also analysed the 
experience of the professional nurses in terms of their experience measured in years 
working in a chronic haemodialysis unit. Amongst the 62 participants, 18% had been 
working in a chronic haemodialysis unit for less than 1 year, while 15% had between 
1–2 years’ experience working in a chronic haemodialysis unit. Seventeen (17%) 
percent had been working in a chronic haemodialysis unit for between 2–3 years, 10% 
between 3–4 years and only 17% between 4–5 years. Twenty three (23%) percent of 
the professional nurses working in the chronic haemodialysis units had more than 5 
years’ experience of working in chronic haemodialysis. Of this 23%, a total of 13% had 
more than 9 years’ experience. An interesting observation was that the distribution of 
participants by years’ experience in Nephrology Nursing and Chronic Haemodialysis 
is nearly identical. Figure 4.2 graphically illustrates the distribution of participants by 
years of experience working in Nephrology Nursing and working in Chronic 
Haemodialysis.  
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Figure 4.2: Years of experience working in Chronic Haemodialysis and 
Nephrology Nursing. 
4.4.1.3 Additional Qualifications in Nephrology Nursing 
The demographic data analysed revealed that of the 62 professional nurses who 
participated in the study only 26% had an additional qualification in Nephrology 
Nursing, and of the 73% who had no additional qualification in Nephrology Nursing 
only 3% were busy completing an additional qualification in Nephrology Nursing. 
Considering the professional nurses who had an additional qualification in Nephrology 
Nursing, 6% completed the additional qualification between 1–2 years ago, 3% 
between 2–3 years ago and the rest completed the additional qualification more than 
5 years ago.   
4.4.2 Summary of demographic data 
In summary of the demographic data of the participants the following was evident: 
 69% of the participants were between the ages of 30 and 49 years of age. 
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 40% had been working in the field of Nephrology Nursing for more than 4 years, 
of whom 13% had been working in a chronic haemodialysis unit for more than 
9 years. 
 73% of participants had no additional qualification in Nephrology Nursing and 
of the 73% only 3% were busy completing an additional qualification.  
 Distribution of participants by years’ experience in Nephrology Nursing and 
Chronic Haemodialysis is nearly identical. 
 33% of the professional nurses who participated in this study have between 6 
months and 2 years’ experience.  
4.4.3 Discussion concerning the demographic data 
The demographic data collected regarding age indicated that the majority of 
participants (69%) were between the ages of 30 and 49 years of age and only 16% 
were older than 50 years of age. This is in contrast to the South African Nursing Council 
statistics where only 48% of the total professional nurses were between the ages of 30 
and 49 years of age and 48% were over the age of 50 years of age (South African 
Nursing Council Age Distribution Table, 2013). Figure 4.3 graphically displays a 
comparison between age groups of the participants to the age groups of the 
professional nurses registered with SANC in 2013. Focus has been placed on the 
aging population of nurses over the past few years. Many reports and articles about 
nursing and skills shortages in South Africa have highlighted the ageing population of 
nurses as a contributory factor to the nursing and skills shortage in South Africa 
(Joubert, 2009:12; Bateman, 2011:702; Pillinger, 2011:11).  
In a report on the growing skills shortages in South Africa special attention is paid to 
the overall aging nursing population over the past five years and indicates that the 
average age of professional nurses increased by 3.5% over the past 5 years. 
Professional nurses over the age of 55 years of age have increased by more than 5% 
and professional nurses over the age of 45 years of age have increased by 7.22% 
(Black, Sharp, Theophanides, van der Post, Botha, Tome & MacDonald, 2010:15-16). 
In terms of the overall population of professional nurses in South Africa, the ageing 
population of professional nurses will have a major impact from a skills perspective. 
The impact should be much less for the private dialysis company.  
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Figure 4.3:  Percentage of Professional Nurses per age group. 
The demographic profile of the professional nurses showed that only 26% had an 
additional qualification, of whom 18% had a Diploma in Nephrology Nursing and 8% 
had a Certificate in Nephrology Nursing. Converting the percentages into actual 
participant numbers would indicate 26% being equal to 16 participants. In comparison 
to the statistics of the South African Nursing Council in 2015 there were 410 
professional nurses with an additional qualification in Nephrology Nursing and in 2013 
there were 339 professional nurses with an additional qualification in Nephrology 
Nursing. This clearly indicates the shortage of tertiary trained professional nurses 
working in the clinical field of Nephrology Nursing.  
In a report commissioned by the Department of Labour in 2008, an in-depth analysis 
was done about the shortage of nurses in South Africa. The population per qualified 
nurse ratio was 241:1, which indicated an under-representation of qualified nurses in 
comparison to the population (Wildschut & Mqolozana, 2008:12-19). The population in 
South Africa has increased by nearly 12 million people, the prevalence of patients 
receiving renal replacement therapy is estimated at 164 per million of the population. 
In 2012 there were 8559 patients receiving treatment for end stage renal disease 
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(Renal and Transplant Registry of South Africa). Taking into account that there were 
only 339 professional nurses registered with an additional qualification in Nephrology 
Nursing at SANC in 2013, 386 in 2014 and 410 in 2015 (Wagener, 2015:1-2) these 
figures indicate a severe shortage of Nephrology qualified professional nurses. Note 
that at the time of the data being collected of the 386 professional nurses with the 
additional qualification in Nephrology Nursing only 16 worked at the Chronic 
Haemodialysis Units of the private dialysis company that participated in this study.  
Other than a tertiary qualification, years of experience working in a specific specialized 
field contributes to the level of competence and therefor the level of skill development. 
In this case, 40% of the participants have been working in a chronic haemodialysis unit 
for longer than 4 years, thus placing 40% of professional nurses participating in this 
study at expert level. This is an advantage for this private dialysis company as close 
to half of the professional nurses working in the chronic haemodialysis units can 
participate in skills transfer activities.  
During analysis of the demographic statistics it was further noted that the distribution 
of participants by years’ experience in Nephrology Nursing and Chronic Haemodialysis 
is nearly identical. This would indicate that most of the professional nurses working in 
the Chronic Haemodialysis Units have experience in chronic haemodialysis and have 
spent little time in the other departments that form part of Nephrology Nursing. The 
advantage of this is that most of their time and therefore most of their experiences have 
been in Chronic Haemodialysis allowing them a greater opportunity to become an 
expert in Chronic Haemodialysis. 
Benner, as discussed in Chapter 2, used the Dreyfus model to classify nurses into 
different categories of skill acquisition. The five levels of proficiency referred to in this 
study are novice, advanced beginner, competent, proficient, and expert (Benner, 
1984:14-16). The researcher used Benner’s 5 stages of skill acquisition to classify the 
professional nurses who participated in this study. Table 4.3 compares Benner’s five 
stages of skill acquisition to that of the professional nurses working in the chronic 
haemodialysis units.  
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Table 4.3: Comparison Benner’s five stages of skill acquisition of 
professional nurses working in a chronic haemodialysis unit (years) 
Stage of skill 
acquisition 
Time Frame % Professional Nurses 
Stage 1 Beginner Less than 6 months - 
Stage 2 Advanced 
Beginner 
6 months – 1 year 
18% 
Stage 3 Competent 1 – 2 years 15% 
Stage 4 Proficient 2 – 4 years 27% 
Stage 5 Expert 4 years or more 40% 
As mentioned previously and as indicated in the above table, 40% of the professional 
nurses working in the chronic haemodialysis units are at the expert level of skill 
acquisition, with 4 or more years of experience. At this level of skill acquisition one 
assumes that the professional nurse has a clear understanding of any situation and 
will have an appropriate action to apply to the situation or problem. The expert nurse 
has a vast background of experience, a sound knowledge base and an intuitive 
comprehension of each situation they could be faced with (Benner, 1984:14-16).  
The advanced beginners have between 6 months to 1 year experience (Marble, 
2009:311). The demographic data showed that 18% of the professional nurses working 
in the chronic haemodialysis units were at the skill acquisition stage known as 
advanced beginner. According to Benner (1984:13), advanced beginners demonstrate 
acceptable performance if they have faced enough situations to recall actions needed 
when a similar situation re-occurs. At this stage they have formed principles to guide 
their actions (Benner, 1984:14-16).  
According to Benner (1984:16-16), during stage 3 of skill acquisition the professional 
nurse is seen as competent. The professional nurse applies a considerable amount of 
conscious, abstract and analytical planning and thought into planning around a 
problem, ultimately leading to the professional nurse achieving efficiency and good 
organization. It is, however, the professional nurse’s ability to identify the most 
significant and most important aspects in relation to the overall picture that still needs 
to develop (Benner, 1984:14-16). Fifteen percent (15%) of the professional nurses 
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working in the chronic haemodialysis units had between 1 and 2 years of experience 
thus rendering them in the third stage of skill acquisition.  
It appears that the nurses in the second and third stage of skill acquisition, the 
advanced beginner and competent professional nurse, would benefit most from the 
training intervention, as discussed in Chapter 1. This group makes up 33% of the 
professional nurses who participated in the study.   
4.5 SKILL ACQUISITION 
The data collected on skill acquisition, specifically the aspects that either facilitate or 
hinder skills acquisition comprised of 22 questions divided into four subsections known 
as practice environment, MEP, LEP and learning process. The participants were given 
statements about the aspects that could either facilitate or hinder skill acquisition under 
each subcategory and had to rate each statement according to their degree of 
agreement. The degree of agreement was then scored between 1 and 5 on a Likert 
scale, where strongly agreed equalled a 5 and strongly disagreed equalled a 1. The 
items for discussion in this section are tabulated in Table 4.4. Similarly to the previous 
section the results will first be analysed and identified, the researcher will then present 
a summary of the results followed by a discussion of the results. 
Table 4.4: Items to be discussed under skill acquisition 
4.5.1. Results 
4.5.1.1. Practice environment 
4.5.1.2. MEP  
4.5.1.3. LEP  
4.5.1.4. Learning process 
4.5.2. Summary of results for skill acquisition 
4.5.3. Discussion concerning skill acquisition 
4.5.1 Results 
The results with regards to skill acquisition are presented and discussed in this section. 
The overall average results for each sub-section of the section of the structured 
questionnaire that focussed on the aspects that facilitate or hinder skill acquisition is 
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illustrated in Figure 4.4 of skill acquisition overall results: subsection average scores. 
In the next section the researcher will refer to the mean scores of each subsection.  
 
Figure 4.4: Skill acquisition overall results: subsection average scores 
The overall mean score for the 22 questions assessing aspects related to skill 
acquisition was 4. This would indicate that on average most participants agreed that 
the aspects that facilitate skill acquisition are present. The overall mean score for the 
practice environment was the lowest (3.8) and the less experienced nurse the highest 
(4.4). A significant statistical difference exists between the overall score of participants 
being in agreement between practice environment and the other three categories. In 
comparison between the mean score, Figure 4.1 and the overall percentage of 
participants who were in agreement, Table 4.5, the above two conclusions correlate.  
The percentage of participants who agreed and disagreed will also be used to make 
inferences during the results analysis and discussion. Table 4.5 is used to illustrate the 
results for skill acquisition for the four categories assessed by the structured 
questionnaire.  
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Table 4.5: Summary of results for skill acquisition 
Section 
Disagree/Strongly 
Disagree 
Agree/Strongly Agree 
Practice environment 15.7% 72% 
MEP  6.3% 81% 
LEP 3.2% 94.2% 
Learning process 5.9% 88.7% 
Analysing the overall scores for each sub-section in Table 4.5 it can be inferred that 
overall most participants agreed that the aspects that facilitate skill acquisition are 
present, which correlates with the overall mean scores illustrated in Figure 4.1. In the 
next section the researcher will refer to the mean scores and the percentages specific 
to each aspect that forms part of the different sub-sections.  
4.5.1.1 Practice environment 
The practice environment focused on aspects in the direct environment of the LEP that 
would have an effect on skill acquisition. Questions in this section assessed the 
practice environment based on available resources, opportunities and work structure.  
The overall mean score for practice environment was 3.78 (x), illustrated in Figure 4.2, 
with a standard deviation of 0.77, indicating that on average most participants were in 
agreement that the practice environment facilitates skill acquisition. The frequency 
distribution indicated a positively skewed distribution, again indicating that on average 
most participants were in agreement that the practice environment facilitates skill 
acquisition. Figure 4.5 indicates the frequency distribution for the practice environment. 
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Figure 4.5: Practice environment: frequency distribution. 
Average scores for practice environment is illustrated in the graph below. Figure 4.6 
illustrates the individual item average scores for each aspect under the practice 
environment. Each aspect assessed under practice environment’s mean scores were 
used to calculate the overall mean score for practice environment. The mean scores 
will be used to identify the weakest and strongest aspects for this section together with 
the percentage of participants being in agreement and not being in agreement.  
 
Figure 4.6: Practice environment: item average 
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Analysing the practice environment overall score, statistics indicated that 51.4% of the 
participants agreed and 20.6% of the participants strongly agreed. This means that 
more than 72% of participants are happy with the practice environment. This indicates 
that the practice environment is conducive for skill acquisition. A summary of 
responses is shown in Table 4.6 -Summary of responses to questions pertaining to the 
practice environment. Note that the questions have been summarized and the full and 
exact question can be viewed in Annexure D, Skill Acquisition Questionnaire.  
Table 4.6: Practice Environment: Summary of Responses (in percentage) 
Aspect 
Strongly 
disagree 
Disagree Neutral Agree 
Strongly 
agree 
Resources 4.8% 12.9% 14.5% 51.6% 16.1% 
Work load 9.8% 14.5% 19.4% 48.4% 8.1% 
Team work 6.6% 1.6% 3.3% 44.3% 44.3% 
Peer and group 
discussion 
9.7% 16.1% 12.9% 41.9% 19.4% 
Challenge ideas 3.2% 4.8% 11.3% 58.1% 22.6% 
Reflection time 6.5% 1.6% 4.8% 67.7% 19.4% 
Opportunity: learn 
something new 
3.3% 14.5% 19.7% 47.5% 14.8% 
Average % 6.3% 9.5% 12.3% 51.4% 20.6% 
The weakest aspects when analysing the individual questions in this category related 
directly to the work load and peer discussions as 24.3% of participants felt that the 
workload is too heavy and interferes with learning in the practice environment. Another 
weak aspect in this category as indicated by 25.8% of participants who felt that peer 
and group discussions do not take place in the practice environment. Note that the 
work load scored a mean score of 3.3, the lowest mean score for this section of the 
structured questionnaire thus rendering it the weakest aspect for this section. Table 
4.7 indicates two questions that most participants disagreed or strongly disagreed with.  
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Table 4.7: Practice environment: weakest aspects 
Question 
% participant disagree/strongly 
disagree 
The work load is not too much preventing 
me from learning anything new at work 
24.3% 
Peer and group discussion take place 
weekly at work 
25.8% 
Based on the percentage of participants being in agreement, the strongest aspects in 
this section related to team work, challenging ideas and reflection time. Participants 
mostly agreed or strongly agreed (87.1%) that team work was encouraged in the 
practice environment. Team work also scored a mean score of 4.1. Reflection time 
indicated 87.1% of participants being in agreement that they have time to reflect on 
learning; this aspect had a mean score of 3.9. The aspect, challenge regarding 
challenging ideas scored the second highest percentage of participants being in 
agreement (80.6%) with a mean score of 3.9. The percentage of participants being in 
agreement with the mean average score indicates that these aspects can be viewed 
as the strongest aspects under practice environment. Table 4.8 illustrates the strongest 
aspects related to the practice environment.  
Table 4.8: Practice environment: strongest aspects 
Question % participant agree/strongly agree 
Team work is encouraged in the work 
place 
87.1% 
After I have learnt something new at work 
I have time to reflect on what I have learnt 
87.1% 
When working with more experienced 
staff I can challenge ideas with them 
80.6% 
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4.5.1.2 MEP 
The MEP in this study referred to the managers working in the chronic haemodialysis 
units with the main aim of transferring clinical skills to the LEP. Under this section the 
researcher wanted to establish how the LEP was experiencing the MEP in terms of 
attitude, ability, skills and knowledge. The overall mean score was 3.92, illustrated in 
Figure 4.8, signifying that most participants were in agreement that the MEP does 
facilitate skill acquisition. The standard deviation score was 7.5 supporting the mean 
and being an indication that most participants were in agreement.  
The frequency distribution for Figure 4.7 showed a positively skewed curve indicative 
of most participants feeling that the more professional nurses contributed to skill 
acquisition in a positive manner. Figure 4.2 shows the frequency distribution of the 
MEP.  
 
Figure 4.7: MEP: frequency distribution. 
The overall mean score was broken down into item average scores in Figure 4.8. 
Analysing the individual mean scores for each aspect under the section MEP and the 
percentage of participants being in agreement and not being in agreement assisted 
the researcher to identify the aspects that either facilitate or hinder skill acquisition, 
known as weak and strong aspects.  
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Figure 4.8: MEP: item average scores 
The descriptive statistics related to the overall results pertaining to the MEP indicated 
that 60% of the participants agreed and 21.1% strongly agreed,. thus indicating that 
81.1% of participants are in agreement that the aspects associated with the MEPs are 
facilitating skills acquisition. Table 4.9 summarizes the responses for each aspect 
under category MEP. In Table 4.9 the questions have been summarized and full 
questions can be seen in Annexure D - Skill acquisition questionnaire.   
 
 
 
 
 
 
 
3,9
4,0
3,8
3,8
4,0
3,8
4,0
4,0
1,0 2,0 3,0 4,0 5,0
All items combined
Acts as role models
Immediate feedback
Encourage reflection
Assist: understand reasoning
Facilitate decision making
Knowledgeable / well informed
Approachability
MEP:  item average scores
66 
 
Table 4.9: MEP: Summary of Responses (in percentages) 
Aspect Strongly 
disagree 
Disagree Neutral Agree 
Strongly 
agree 
Approachability 6.5% 1.6% 0% 66.1% 25.8% 
Knowledgeable/ well 
informed 
3.2% 1.6% 14.5% 56.5% 24.2% 
Facilitate decision 
making * 
3.3% 1.6% 61% 60.7% 18% 
Assist: understand 
reasoning 
3.2% 3.2% 8.1% 66.1% 19.4% 
Encourage reflection * 3.3% 3.3% 18% 59% 61% 
Immediate feedback 4.8% 3.2% 17.7% 54.8% 19.4% 
Acts as role models 3.2% 1.6% 14.5% 56.5% 24.2% 
Average % 3.9% 2.3% 12.7% 60% 21.1% 
Weakest aspects under this section were identified by the participants as receiving 
immediate feedback where the mean score was 3.8 and the percentage of participants 
identifying this aspect as the lowest at 8%. Even though the mean average score of 
3.8 is high and in line or close to the other mean scores for items in this section, this 
aspect had the highest percentage of participants who scored it as negative. Table 
4.10 indicates the aspect that received the lowest score in this section of the structured 
questionnaire.  
Table 4.10: MEP: weakest aspect 
Question % participant disagree/strongly 
disagree 
I am given feedback immediately after a 
learning situation by the more 
experienced staff 
8% 
Participants scored approachability of the MEPs and the MEP explaining the reasoning 
behind nursing actions as the strongest aspects in this section. The MEPs were scored 
91.9% for being approachable and 85.5% for explaining the reason behind nursing 
actions. Both of these aspects had a mean of 4.0, indicating that on average most 
67 
 
participants agreed. Table 4.11 specifies the two aspects that were rated the strongest 
aspects under this section. 
Table 4.11: MEP: strongest aspect 
Question % participant agree/strongly agree 
The more experienced staff are 
approachable 
91.9% 
The more experienced staff help me to 
understand the reasoning behind nursing 
actions 
85.5% 
 
4.5.1.3 LEP 
In this section the researcher assessed the LEP’s level of motivation, engagement, 
readiness to learn and sense of responsibility. The overall mean score for this section 
on the LEP was 4.3 and the standard deviation was 0.74 indicating a very high level of 
agreement amongst the participants. This section had the highest mean score 
amongst all the sections of the skill acquisition questionnaire and the frequency 
distribution figure was positively skewed. The frequency distribution also indicated low 
standard deviation as a result of most of the participants being in agreement with that 
the aspects under LEPs. Figure 4.9 shows the frequency distribution of the LEP. 
 
Figure 4.9: LEP: frequency distribution. 
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The mean scores for each aspect under the LEP are illustrated in Figure 4.10. Each 
individual item had a mean greater than 4. This correlates with the low standard 
deviation and high overall percentage of participants being in agreement. The mean 
average scores of the individual items together with the percentage the participants 
rated for the items in this section were used to identify the weakest and strongest 
aspects.  
 
Figure 4.10: LEP: item average scores 
Descriptive statistics point out that overall for this section on the LEP 50.8% of 
participants agreed and 43.4% strongly agreed. This would mean that 94.2% of 
participants were in agreement that the items under the section LEP facilitated skill 
acquisition. In Table 4.12 the participant responses pertaining to the LEP are 
summarized. The questions in this table are also summarized and the full questions 
can be viewed in Annexure D - Skill acquisition questionnaire.  
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Table 4.12: LEP: Summary of Responses (in percentage) 
Aspect Strongly 
disagree 
Disagree Neutral Agree Strongly 
agree 
Ready to learn 3.2% 0% 3.2% 54.8% 38.7% 
Learning process: 
interactive 
3.2% 0% 9.7% 61.3% 25.8% 
Professional 
development 
responsibility / actively 
participation 
3.2% 0% 0% 35.5% 61.3% 
Confidence to apply  3.3% 0% 0% 47.5% 49.2% 
Active participation 3.2% 0% 0% 54.8% 41.9% 
Average % 3.2% 0% 2.6% 50.8% 43.4% 
Analysing the individual answers under this section, LEP of the structured 
questionnaire, no item was identified as the weakest aspect when looking at strongly 
disagreed and disagreed. The researcher took into account the aspect that had the 
highest response rate under neutral. This indicated that the learning process being 
interactive was identified as the weakest aspect under the section LEP. Table 4.13 
indicates the weakest aspect under the section LEP. 
Table 4.13: LEP: weakest aspect 
Question 
% participant disagree/strongly 
disagree (include % participants 
neutral) 
The learning process at work is 
interactive 
12.9% 
The strongest aspect was indicated as the less experienced nurse taking responsibility 
for their own professional development and active participation in learning. Participants 
ratings indicated that 96.8% agreed or strongly agreed that the LEP takes responsibility 
for their own professional development and therefor actively participates in learning. 
Table 4.14 shows the strongest aspect that facilitates skill acquisition. 
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Table 4.14: LEP: strongest aspect 
Question % participant agree/strongly agree 
My professional development is my 
responsibility and therefore I actively 
participate in learning 
96.8% 
 
4.5.1.4 Learning process   
The learning process refers to the manner in which the learning takes place, i.e. 
structure and the creation of opportunities to learn and increase experiences. This 
section of the structured questionnaire aims to assess the aspects pertaining to the 
learning process in terms of the learning structure and routine of work as this will 
influence the learning that could potentially take place. The learning process is likewise 
assessed to determine if it promotes spontaneity and creativity, and allows for the LEP 
to experience situations. The mean score for this section was 4.01 and the standard 
deviation was 0.73. In other words, this section of the structured questionnaire 
indicates that most participants were in agreement that the aspects assessed under 
the learning process facilitated skill acquisition. Frequency distribution for this section 
of the structured questionnaire is positively skewed, another indication of participants 
being in agreement that the aspects pertaining to the learning process facilitates skill 
acquisition. Figure 4.11 demonstrates the frequency distribution of the learning 
process.  
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Figure 4.11: Learning process: frequency distribution 
Item average scores for each aspect under the learning process is displayed in Figure 
4.12. Identifying the difference between the mean scores for each individual aspect 
assisted the researcher to identify the weakest and strongest aspects that either hinder 
or facilitate skill acquisition.  
 
Figure 4.12: Learning process: item average scores 
Participants rated the learning process overall as being facilitating with regards to skill 
acquisition, descriptive statistics highlighted that 57% of participants agreed and 31.7% 
of participants strongly agreed. Therefore 81.4% of participants were in agreement. 
Table 4.15 gives an overview of all responses to the aspects under the category 
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Learning process: item average scores
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learning process, for a view of the full questions see Annexure D - Skill acquisition 
questionnaire.  
Table 4.15: Learning process: Summary of Responses (in percentage) 
Aspect 
Strongly 
disagree 
Disagree Neutral Agree 
Strongly 
agree 
Identify problems 3.2% 0% 0% 50% 46.8% 
Learning: structured 
process / organised 
manner 
3.2% 1.6% 12.9% 58.1% 24.2% 
Opportunity to 
experience 
3.8% 2.2% 5.4% 57% 31.7% 
Average % 3,8% 2,2% 5,4% 57,0% 31,7% 
The weakest aspect identified by the participants when looking only at participants who 
disagreed and strongly disagreed were opportunity to experience where 9.7% of 
participants felt that they are not given the opportunity to experience, by practicing  
what they have learnt under guidance. Table 4.16 highlights the weakest aspect under 
the learning process section. 
Table 4.16: Learning process: weakest aspect 
Question 
% participant disagree/strongly 
disagree 
I am given the opportunity to experience 
situations by practicing what I have learnt 
under guidance 
9.7% 
Participants indicated that they are able to identify problems in the clinical field. This 
was highlighted as the strongest aspect under this section as 96.8% of participants 
agreed or strongly agreed. This aspect had a mean score of 4.4, the highest mean 
score for this section, also indicative of a high level of agreement amongst participants. 
Table 4.17 indicates the strongest aspect under the learning process section. 
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Table 4.17: Learning process: strongest aspect 
Question % participant agree/strongly agree 
I am able to identify problems related to 
the care and treatment of patients in the 
clinical field 
96.8% 
4.5.2 Summary of results for skill acquisition 
The results for the section skills acquisition as shown in the above section that were 
derived from the questionnaire are summarized as follow: 
 The data collected on skill acquisition, specifically the aspects that either 
facilitated or hindered skills acquisition, comprised of 22 questions, divided into 
four subsections and had an overall mean score of 4. The majority of 
participants, across all 22 items, agree or strongly agree, indicating that the 
aspects were facilitating skills acquisition.  
 Amongst the four sub-sections, practice environment scored the lowest overall 
mean score of 3.8 and sub-section LEP scored the highest mean score of 4.4. 
In relation to the overall mean score of 4 the results indicate that these aspects 
facilitate skill acquisition.  
 Weakest aspects identified were 
o Work load: the workload in the chronic haemodialysis units prevents the 
LEP from engaging in deliberate practice.  
o Peer and group discussions: peer and group discussions are not held in 
the chronic haemodialysis units.  
o Immediate feedback: the LEP does not receive immediate feedback.  
o Interactive learning process: the learning activities in the practice 
environment are not interactive. 
o Opportunity to experience: the LEP does not have sufficient opportunity 
to experience situations and apply skills under the guidance and 
supervision of the MEP. 
 
 Strongest aspects identified were: 
o Team work: team work in the practice environment was encouraged.   
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o Reflection time: the LEPs are given the time and encouraged to reflect 
on practice. 
o Challenge ideas: the LEPs could challenge ideas with the MEPs. 
o Approachability: the MEPs were approachable. 
o Clinical reasoning: the MEPs assist the LEPs to understand the clinical 
reasoning behind nursing actions.  
o Professional development responsibility / active participation: the LEPs 
take responsibility for their own development and therefore actively 
participate in learning. 
o Identifying problems: the LEPs are able to identify problems related to 
the patients in the clinical field. 
4.5.3 Discussion concerning skill acquisition 
The results of this study highlighted information pertaining to the aspects that hinder 
or facilitate skill acquisition in the chronic haemodialysis unit’s within the specific 
private dialysis company. 
During the skill acquisition process there are many aspects that should be managed 
and assessed to ensure effectiveness of skills transfer and so ensuring effective skill 
acquisition. Data collected on skill acquisition, specifically the aspects that either 
facilitated or hindered skills acquisition that consisted of 22 questions, divided into four 
subsections and had an overall mean score of 4. The majority of participants, across 
all 22 items, agreed or strongly agreed indicating that these aspects facilitated skills 
acquisition.  
Four sub-categories were identified: practice environment, MEP, LEP and learning 
process. Overall the practice environment had the lowest mean score in comparison 
to the other three categories. Aspects such as resources, opportunities, work structure 
and routine, reflection time, team work, peer and group discussions form part of the 
practice environment. The aspects that form part of practice environment are 
discussed in the literature review in Chapter 2. 
The weakest aspects under the sub-section practice environment were identified by 
the participants as workload and peer and group discussions. The workload can 
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prevent the LEP from participating in opportunities to experience and practice and so 
in turn prevent skill acquisition. In other research studies regarding expert 
development, workload forms part of a strategy with specific reference to work 
allocation (King, 2009:1920). Coetsee, et al., (2006:62) discussed the work 
environment created by the manager in terms of low levels of stress and a reasonable 
workload as a conducive environment for skills transfer. Both these researchers work 
around skill acquisition and expert development form part of the basis of the 
development of the structured questionnaire used in this study and therefore workload 
can be viewed as either a hindering or a facilitating aspect.   
The LTSI categorises workload under the variable ‘ability/enabling elements’ and 
describes it as the personal capacity to transfer; workload in this study has been 
categorised under practice environment (Coetsee, et al., 2006:48). Personal capacity 
to transfer can be explained as the extent to which the LEPs work load and schedule 
allows her to participate in skill acquisition activities. This aspect was rated as a weak 
point and received a score of 24%, indicating that the workload of the LEP hinders skill 
acquisition amongst the LEPs.    
The LTSI categorised aspects such as feedback, performance and coaching under the 
heading ‘environment’, operationalising these aspects as the LEPs receiving practical 
and helpful feedback, both formal and informal, from multiple role players in the 
practice environment including peers and managers (Coetsee, et al., 2006:48). Peer 
and group discussions were identified as a weak aspect in the practice environment 
as 25.8% of participant was not in agreement that peer and group discussions take 
place. Thus peer and group discussions were identified as a hindering aspect for skill 
acquisition in the chronic haemodialysis units of the private dialysis company. 
The strongest aspects under sub-section ‘practice environment’ were teamwork, 
reflection time and challenging ideas. In nursing, regardless of the speciality, the 
professional nurse forms part of a multi-disciplinary team and collaboration between 
the team members is essential to the optimal management of the patient. Non-
technical skills needed by professional nurses working in chronic haemodialysis units 
include teamwork, communication, cooperation, situational awareness and decision-
making (Narayanasamy & Penney, 2014:571). These are known as non-technical skills 
and play a role in inter-team communication and would in turn impact on teamwork.    
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In a multilevel perspective research study on knowledge transfer, researchers found 
that a team that displays characteristics of effective communication and information 
structures and had knowledge sharing and seeking behaviour was able to overcome 
organizational, structural and motivational challenges associated with professional 
development and learning (Zhao & Anand, 2009:968). The above characteristics are 
those of a team that functions well and works together. 
Patrick Lencioni is well known for his research and work done around functional and 
dysfunctional teams. He developed a model that illustrates the five dysfunctions of a 
team. The five dysfunctions of a team model are in the shape of a pyramid with the 
base or bottom level of the model indicating trust. The model proposes that a 
dysfunctional team is built on an unstable foundation and therefor a lack of trust will 
make a team dysfunctional (Lencioni, 2014:1-2). The importance of trust amongst the 
team of professional nurses working in the chronic haemodialysis units are that they 
should be able to be vulnerable with one another, willing to admit mistakes, feel free 
to ask for assistance, in other words have a certain level of comfort so that they are 
able to learn and share. The majority (87.1%) of participants indicated that team work 
in the practice environment was being encouraged, a strong aspect that plays a very 
important role in skill acquisition.     
A trusting environment, as described above, will also contribute to the LEP feeling 
comfortable enough to challenge ideas with the MEP. In a research study about the 
use of problem-based learning in staff training and development by Massaro, Harrison 
& Soares (2006:2258), it was found that an environment where participants have to 
continuously refer back to prior experiences, the participants would investigate a 
problem or situation by asking questions, making observations and testing hypotheses. 
This type of environment provided the participants with opportunities for the application 
of newly acquired skills and encouraged team work (Massaro, et al., 2006:2258). By 
asking questions and testing hypotheses the participants were challenging ideas, this 
is exactly what the less experienced nurse should be doing when working in the 
practice environment to acquire and develop skills. Challenging ideas with the MEPs 
was, in this study, rated amongst the participants (80.6%) as a strong aspect that exists 
in the private chronic haemodialysis units thus enhancing skill acquisition. 
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King’s Model (2009:187) of the factors and processes involved in the development of 
professional expertise refers to the availability of a growth-enhancing work 
environment that should support the processing of various aspects of experience. The 
processing of experience involves reflection of self, on feedback and on practice (King, 
2009:187). Reflection influences skill acquisition in either a positive or negative 
manner. During reflection theory and practice are integrated to change the professional 
nurse’s conceptual perspective (Atkins & Murphy, as cited in Wainwright, Shepard, 
Harman & Stephens, 2010:76). Reflection occurs when the professional nurse looks 
back and assesses actions and decisions that have been made, thus increasing and 
adjusting their frame of reference also known as reflection on action (Wainwright, et 
al., 2010:76). Reflection forms part of the aspects assessed under practice 
environment and 87.1% of participants agreed that the LEPs are given the time and 
are encouraged to reflect on practice.  
The second category under the skill acquisition section of the structured questionnaire 
refers to the MEP. The attitude of the manager and MEPs has an impact on skill 
acquisition, their attitude towards skills development, new skills or changes in 
procedures and technology, their willingness and ability to identify opportunities and 
allowing the LEPs to apply what they have learnt, are all aspects that form part of the 
MEPs role regarding skills development (Coetsee, et al., 2006:48). Literature stipulates 
several characteristics that managers or more experienced professionals should have 
to facilitate skill acquisition. Moore (2010:28) advises that managers and more 
experienced professionals should act as role models, encourage team work and 
ensure reflection. Participants evaluated the MEPs in terms of approachability, clinical 
reasoning, ability, willingness, feedback, performance and coaching. Results indicated 
that overall the participants were mostly in agreement that, based on the above 
characteristics, the more professional nurses facilitate skill acquisition as 81.1% 
agreed or strongly agreed. 
To enable the MEP to act as a role model and explain the reasoning behind nursing 
actions the MEP would need to have up to date knowledge of the specific clinical field. 
The LEP would also need to have the confidence that the MEP is knowledgeable. 
Optimal conditions are a fundamental part of the model that was created by King 
(2009:187) of the factors and processes involved in the development of professional 
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expertise. Part of optimal conditions is the specific characteristics of the expert or MEP. 
In King’s model he calls this “aspects of person”, described as personal qualities and 
characteristics and skills and abilities (King, 2009:187). The participants felt that the 
MEPs are knowledgeable as 80.7% of participants agreed that the MEPs were 
knowledgeable and did act as role models. Participants, 91.9%, rated the MEPs as 
approachable. The approachability of the MEP was rated the highest thus rendering 
this aspect the strongest aspect in this category. The second strongest aspect 
identified was assisting to understand clinical reasoning (85.5%). 
The manager’s approachability has a marked impact on skill acquisition. The 
approachability of the manager is influenced by the manager’s attitude towards skills 
development and training programmes. A disinterested or unresponsive manager will 
prevent progress during a training intervention. Furthermore, a manager who is not 
supportive of a learning culture and who does not have the necessary interpersonal 
skills will also not promote skill acquisition (Williams, 2010:628). The LTSI identified 
supervisor support and supervisor sanctions as possible barriers to learning transfer. 
Supervisor support is defined as the extent to which the managers support and 
reinforce learning in the clinical field, while supervisor sanctions are defined as the 
extent to which individuals perceive negative responses from managers especially 
when applying new skills (Coetsee, et. al., 2006:48). The above description of 
behaviour links directly to approachability. A manager who is disinterested or who has 
negative responses towards the LEPs who want to apply the skills and knowledge that 
they have gained would be an example of an unapproachable manager and will not be 
viewed as facilitating skill acquisition. In this research study, the approachability of the 
managers and MEPs were the strongest aspect. In other words, approachability is 
viewed as a facilitating aspect. 
Clinical reasoning is defined as the manner in which the professional nurses structure 
their thinking to make sense of and interpret clinical situations. During clinical 
reasoning, the professional nurse gathers information about different aspects of the 
clinical situation, perceiving and interpreting significant information and then, based on 
the information, selects the appropriate nursing action (Kuipers & Grice, 2010:418). In 
a study about the structure of novice and expert clinical reasoning it was found that 
novices structure their clinical reasoning through standard practice and on the advice 
79 
 
from their more experienced colleagues (Kuipers, et al., 2009:421). In facilitating skill 
acquisition, the LEP will discuss specific clinical situations, their perceptions and their 
reasoning behind the specific nursing actions they would suggest, the MEP would then 
in turn guide and direct the less experienced nurse and also share their clinical 
reasoning behind specific nursing actions. This behaviour facilitates skill acquisition. 
King’s Model (2009:187) explains the factors and processes involved in the 
development of expertise and highlights two factors, namely the need for processing 
of experience through reflection and feedback. Feedback should also include the MEP 
explaining the clinical reasoning behind actions (King, 2009:186–189). Feedback from 
the MEPs was identified as a weak area under the category MEP, as 8.06% of 
participants felt the MEPs did not give feedback immediately. The lack of immediate 
feedback would thus be viewed as a non-facilitating aspect of skill acquisition.   
A literature review about effective in-service training design and delivery indicated that 
feedback in both group and individualized setting is an effective educational technique 
in the practice environment that could lead to increased knowledge, improved skills 
and changes in clinical practice behaviours (Bluestone, Johnson, Fullerton, Alderman 
& BonTempo, 2013:1 & 3). Another study about self-regulated learning in the 
workplace focused on strategies and factors that play a vital role in the attainment of 
learning goals. This study was done amongst professionals working in different sectors 
who relied heavily on work based learning to acquire skills and who identified 
developmental feedback from peers and supervisors as a required strategy to facilitate 
skill acquisition (Margaryan, Littlejohn & Milligan, 2013:253). Feedback from the MEP 
as well as peer and group discussions in the practice environment, as discussed earlier 
in this section, were both identified as weak aspects. This is not an unexpected 
correlation as peer and group discussions are a form of feedback. This will therefore 
have to be addressed in the guidelines. 
Feedback to facilitate skill acquisition has to be given in a specific manner and is known 
as developmental or constructive feedback. The manner in which feedback is given 
has a direct impact on its effectiveness (Cushing, Abbott, Lothian, Hall and Westwood, 
2011:e105). Feedback from an expert, a trainer, a facilitator or a coach could be either 
positive feedback or developmental feedback. Developmental and constructive 
feedback is used in literature to describe the same concept. In this study the researcher 
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chose to use the word developmental feedback. Positive feedback aims to inform the 
LEP what they are doing well, whereas developmental feedback aims to assist the LEP 
to identify areas of development and improvement. During developmental feedback 
the MEP would provide feedback by describing the scenario, the actions that the LEP 
took and the outcome. The MEP would then go further and discuss possible other 
actions with possible other results, linking cues from the situation to the reasons for 
actions, to guide practice, explain clinical reasoning and enhance skill acquisition 
(Development Dimensions International, 2015:25-27).    
In a study about peer feedback, an important factor was raised about the impact that 
giving feedback can have if it is perceived as negative. The study further indicated that 
this factor of feedback possibly being perceived as negative is applicable to individual 
and peer feedback as well as to feedback in a group setting (Cushing, Abbott, Lothian, 
Hall and Westwood, 2011:e110). Therefore the researcher considers that this could be 
a possible reason why the MEPs don’t give developmental feedback to the LEPs. 
Another possible reason could be that the MEPs are not aware of how to give 
developmental feedback.  
The LEP was the third category under the skill acquisition part of the questionnaire and 
had the highest overall mean score. This could possibly be related to the fact that 60% 
of the participants fell into the category of LEP, 33% of the 60% of professional nurses 
who participated in this study have between 6 months and 2 years’ experience. On the 
other hand this could be an indication that the LEPs have the correct attitude towards 
skills acquisition and developing expertise.  
The majority of participants, 96.8%, agreed that their professional development is their 
responsibility and therefore they actively participate in learning. King’s Model 
(2009:187) of the factors and processes involved in the development of professional 
expertise includes a section named ‘decision to seek experiences and enhance skills’. 
In this section of the model he underlines a specific behaviour like engaging in 
deliberate practice (see Chapter 2 to read more about deliberate practice). The central 
process that underpins the entire process of skill acquisition and expert development 
is known as motivation to seek experience, which places the liability with the LEP. 
Responses from the participants indicated that 96.8% of the participants agreed that 
they actively participated and looked for situations in the work place from which they 
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could learn. Literature refers to this behaviour as self-directed learning. The positive 
characteristic of self-directed learning is that the LEPs learn at their own individual 
pace and address their own learning needs in terms of the specific skills and 
knowledge they require (Bluestone et.al., 2013:23)  
The MEP plays a role in self-directed learning as the MEP has to provide the supportive 
environment and make use of interactive learning activities that engage the LEP 
(Bluestone, et.al., 2013:23). Both aspects have to be present for skill acquisition to 
occur optimally. In this section participants gave ’the learning process at work as being 
interactive’ the lowest rate, with 12.9% indicating that learning activities in the practice 
environment as non-interactive. 
Interactive learning has been described in literature as a learning approach that is 
learner centred, focussing on the learner or learners to construct their own knowledge 
through interaction and engaging with fellow learners or an expert or a facilitator 
(Menekse, et.al., 2013:347, 352). An integrative literature review study done by 
Bluestone, et al. (2013:23) on the effective design and delivery of in-service training 
recommends that educational techniques that provide a passive transfer of knowledge 
and skills be avoided and that interactive techniques that engage the LEPs by 
stimulating cognitive processing be implemented. Such techniques include case 
studies, simulation and demonstrations, group discussions and problem solving. 
Interactive learning activities in the private chronic haemodialysis units would include 
feedback sessions between the MEP and the LEP, the LEP practicing a skill under the 
direct supervision of a MEP, case study discussions, participating in multi-disciplinary 
team rounds, group and peer discussions and in-service training sessions presented 
by the LEP.   
A comparative study evaluating the effectiveness of four learning activities namely, 
active, interactive, constructive and passive learning, found that learning is most 
effective during and from interactive learning activities than any of the other forms of 
learning activities (Menekse, Stump, Krause & Chi, 2013:346, 366). Menekse, et.al., 
(2013:352) caution the reader that as with all other learning approaches, certain factors 
can have an effect on the quality of learning that occurs. These factors include 
language barriers, prior knowledge and the ability to construct knowledge, the 
willingness to challenge and critically analyse and criticize one another, expert and or 
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facilitator availability and involvement that all have an impact on the effectiveness of 
interactive learning activities. Immediate feedback, and peer and group discussions 
are both a form of interactive learning activities that enhance skill acquisition. 
Participants rated all three of these aspects as the weakest aspects.  
The last section under skill acquisition was the learning process. The learning process 
in this study focused on transfer design as classified by the LTSI (Holton, et al., 
2007:394). Transfer design refers to how a training intervention or strategy is designed 
(Holton, et al., 2007: 394). In the case of this study the training intervention is based 
on experiential learning where the MEP demonstrates, guides and allows a safe 
environment for the LEP to practice a skill. Of all the participants, 96.8% were in 
agreement that the LEPs are able to identify problems related to the care and treatment 
of patients in the clinical field. The aspect that received the most responses of 
disagreement, 9.7%, indicated that the less experienced nurses are not given the 
opportunity to experience situations by practicing what they have learnt under 
guidance or supervision. This aspect forms an integral part of the learning process.  
Once a skill has been demonstrated by the MEP the LEP should have an opportunity 
to practice the specific skill with the guidance and under the supervision of the MEP, 
resulting in the LEP acquiring skills and knowledge in a safe and conducive practice 
environment. This is one of the aims of the training intervention. A qualitative study on 
the acquisition and exercise of nephrology nursing expertise indicated that professional 
nurses entering into this specialised field of nursing would need to learn domain 
specific knowledge and skills through experiential learning. One of the suggested 
strategies that came from the research was the effective allocation of MEPs and/or 
dialysis expert nurses as mentors or facilitators for a period of one year after successful 
completion of the orientation period. Another suggestion was to ensure that an 
experienced dialysis nurse is rostered onto every shift to provide continuous support 
and guidance to the LEP (Bonner, et al., 2006:487).    
In summary, the weak aspects were identified as workload in the chronic 
haemodialysis units preventing the LEP from participating in deliberate practice, peer 
and group discussions not taking place, developmental feedback not being given, the 
learning activities not being interactive and the LEP not having sufficient opportunity to 
experience situations and apply skills under the guidance and supervision of the MEP. 
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These are interlinked and have an impact on skill acquisition. Comparing the 
percentage scores between the strong and weak aspects, the strong aspects scores 
were much higher and overall participants indicated that these aspects facilitated skills 
acquisition. Therefore, skill acquisition can be optimised in the chronic haemodialysis 
units by identifying and addressing the weak aspects.  
4.6 SKILLS ANALYSIS 
This section’s data was collected to determine whether the skills transferred from the 
MEP to the LEP were clinical or managerial skills. Table 4.18 gives a breakdown of the 
format in which this section of the results will be discussed. 
Table 4.18: Items to be discussed under skills analysis 
4.6.1 Results 
4.6.1.1 Skills category (Clinical or Management) 
4.6.2 Summary of results of skill analysis 
4.6.3 Discussion concerning skills analysis 
4.6.1 Results 
Data collected from this section of the skills acquisition questionnaire, aimed at 
determining the type of skills transferred from the MEP to the LEP.  
4.6.1.1 Skills category: Clinical or Management 
Skills transferred from the MEP to the less experienced nurse were divided into two 
categories: clinical or management. The mean score overall for skills transferred was 
3.8, indicating a high level of both categories of skills being transferred. The mean 
score for clinical skills was much higher than the mean score for management skills, 
indicating that there was a more extensive amount of clinical skills being transferred 
between the MEP and LEP than management skills. Figure 4.13 indicates the overall 
mean scores as well as the mean score for each category.  
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Figure 4.13: Skills transfer: category average scores 
The clinical skills transferred were further broken down and analysed. Figure 4.14 
illustrates the different clinical skills that were assessed. Communication with patients 
and family members and increased knowledge of patient care had the highest mean 
scores of 4.1 each, whilst clinical problem solving had the lowest mean score of 3.7.  
 
Figure 4.14: Clinical skills: item average scores 
Further analysis of the clinical skills in percentages showed that the majority of the 
participants felt that the clinical skills were transferred extensively. The clinical skills 
that were transferred most extensively according to percentage included prioritising 
nursing actions and increased patient care knowledge with both receiving 41.9%. 
Clinical problem solving was the clinical skill that received the highest percentage of 
participants who rated skills transfer of clinical problem solving as being the most 
limited skill being transferred. Table 4.19 shows a breakdown of how participants rated 
specific clinical skills from limited to extensive. 
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Table 4.19: Clinical skills: Summary of Responses (in percentage) 
Skill 
Limited 
1 
 
2 
 
3 
 
4 
Extensive 
5 
Clinical problem solving 14.5% 0% 14.5% 38.7% 32.3% 
Prioritising nursing actions 8.1% 1.6% 16.1% 32.3% 41.9% 
Communication: patients and 
family members 
1.6% 1.6% 14.5% 48.4% 33.9% 
Increased knowledge of 
patient care 
4.8% 3.2% 11.3% 38.7% 41.9% 
Average % 7,3% 1.6% 8.8% 39.5% 37.5% 
Correlating the mean scores, Figure 4.14, with the percentage rating of the clinical 
skills, Table 4.19, the researcher concludes that increased knowledge of patient care 
was the most extensive clinical skill transferred with clinical problem solving being the 
most limited clinical skill being transferred between the MEPs/managers and the LEPs.  
Management skills transferred between the MEP and the LEP were analysed and the 
results with regards to mean scores for each management skill are illustrated in Figure 
4.15.  
 
Figure 4.15: Management skills: item average scores 
According to the results illustrated in Figure 4.15 the management skill that received 
the lowest mean score was conflict management with a mean score of 2.8. This is by 
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Communication: members of the multi-disciplinary
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far the lowest mean score amongst both clinical and management mean scores. 
Communication with members of the multi-disciplinary team had the highest mean 
score (4) for skills being transferred under management skills. 
Table 4.20: Management skills: Summary of Responses (in percentage) 
Skill 
Limited 
1 
 
2 
 
3 
 
4 
Extensive 
5 
Conflict management 30.6% 1.6% 33.9% 29% 4.8% 
Effective time management 6.5% 4.8% 19.4% 40.3% 29% 
Communication: members of 
the multi-disciplinary team 
4.8% 0% 16.1% 46.8% 32.3% 
Handling difficult patients 8.1% 8.1% 17.7% 41.9% 24.2% 
Average % 3,2% 0,0% 2,6% 50,8% 43,4% 
Table 4.20 displays the results according to percentage of participants who rated either 
an extensive level or limited level of management skills being transferred. Conflict 
management had the highest percentage of participants rating this management skill 
as being limitedly transferred while communication with the multi-disciplinary team the 
management skill was the most extensively transferred between the MEP to the LEP.   
Comparing both the mean scores, Figure 4.15, and the percentage rated by the 
participants, Table 4.20, it is clear that the management skill that was most extensively 
transferred was communication with the multi-disciplinary team and the management 
skill most limitedly transferred was conflict management. 
4.6.2 Summary of results for skills analysis 
The results for the section skills analysis as shown in the above section that was 
derived from the questionnaire are summarized as follow: 
 Overall mean score for skills transferred was 3.8, indicating a high level of both 
categories of skills being transferred.  
 There was a statistically significant difference between the mean score of 
clinical skills and management skills, indicating that there was a more extensive 
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amount of clinical skills being transferred in comparison to the amount of 
management skills.  
 Both clinical and management skills were transferred; in each category there 
was a skill that was transferred most extensively and least extensively.  
o Clinical skills: 
 Most extensively transferred clinical skill: increased knowledge of 
patient care. 
 Least extensively transferred clinical skill: clinical problem solving. 
o Management skill: 
 Most extensively transferred management skill: communication 
with the multi-disciplinary team. 
 Least extensively transferred management skill: conflict 
management. 
 Conflict management has a statistically significant low mean score overall in 
comparison to the other skills. 
4.6.2 Discussion concerning skills analysis 
Results pertaining to this section of the skill acquisition survey aimed at determining 
the type of skill being transferred, either clinical skills or management skills, during the 
training intervention. The training intervention is based on experiential learning where 
the MEP transfers skills to the LEP. Over 70% of professional development takes place 
through experiential learning but people benefit differently from learning through 
experiencing situations (Morrison & Brantnor, 1992; Allen & Young, 1997; Bunker & 
Webb, 1997 as cited in Li, Mobley and Kelly, 2013:34). The results indicate that both 
clinical and management skills have been transferred.    
MEPs/managers have to actively involve themselves, changing their position from 
planning and driving training to becoming facilitators and supporting active learning in 
the clinical field (Williams, 2010:630–631). Skills transfer will not take place if the MEP 
does not become more supportive and facilitating. Results indicated that majority of 
the participants felt that both clinical and management skills have been extensively 
transferred, with an overall mean score of 3.8. This is in line with the aim of the training 
intervention. Despite the aim of the training intervention being focused more on clinical 
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skill acquisition, it is beneficial for the LEP to gain some management skills as they 
pass through the stages of development.  
King’s model (2009:187) of the factors and processes involved in the development of 
professional expertise indicates that when optimal conditions such as the growth 
enhancing practice environment and correct abilities, skills, characteristics and 
qualities of the professional nurses are present together with the other factors that 
influence skill acquisition the outcomes would be increased self, content and 
procedural knowledge, improved outcomes in patient care and greater professional 
reputation. This, in turn, affects expertise development such as the motivation to seek 
experience, engaging in deliberate practice, reflection and feedback. The two skills that 
were identified as the most extensively transferred skills were increased knowledge of 
patient care and communication with the multi-disciplinary team. When applying these 
two findings of the study to the King Model (2009:187) then both the enhanced 
knowledge of patient care and the improved communication with the multi-disciplinary 
team compare with the outcomes of the Model described as increased self, content 
and procedural knowledge, improved patient outcomes and greater professional 
reputation.  
The most limited skills transferred were identified as clinical problem solving and 
conflict management. Problem solving is one of the aspects identified as forming part 
of experiential learning (Moore, 2010:27). Clinical problem solving and teaching thereof 
would require the MEP to be skilled in the specific clinical field and have the know-how 
of how to transfer such a skill. Educational theorists such as Bloom developed models 
to explain the learning process related to clinical problem solving. The process of 
cognitive learning applied to clinical problem solving was divided into six levels, 
remembering new knowledge, comprehending the meaning of new information, 
applying knowledge to solve problems, analysing the problem by breaking down the 
complex ideas and problem into simpler parts, synthesizing a new way to solve a 
complex problem and then evaluating the outcome (Weitzel, et al., 2012:1589). The 
above six steps should be used by the MEP to guide patient focused teaching and to 
facilitate clinical problem solving.   
Another factor the MEP would need to consider is the LEP’s stage of development, 
ability, motivation and knowledge level as this would have an impact on whether or not 
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the LEP is ready to participate and be facilitated in clinical problem solving as well as 
the level of intensity of clinical problem solving in which the LEP could participate. More 
complex or intense clinical situations and problems would not be suitable for skills 
transfer amongst LEPs in the early stages of skills development like novices or 
advanced beginners. The LEP would need to first acquire the knowledge, skills and 
abilities needed to provide patient care in simple everyday situations and then in more 
complex situations (Weitzel, Walters and Taylor, 2012:1589). Clinical problem solving 
could be facilitated through interactive learning activities such as problem based 
learning and group and peer discussions facilitated by the MEP. The LEP would not 
only gain problem solving skills but also have a better understanding of the clinical 
reasoning pertaining to a specific task, increased patient care knowledge and, most of 
all, the LEP would form paradigms.  
Conflict management was a skill that was grouped under management skills and is not 
a skill everyone is born with, different people have different styles of managing conflict, 
and conflict competence is a skill one requires to resolve conflict effectively (Waite & 
McKinney, 2014:123). The MEP plays a role in cultivating conflict competence 
amongst the LEP over time through being aware of the different conflict management 
styles, continuous exploration and implementation of other conflict management styles 
as this would also cultivate versatility. The MEP would need to facilitate the LEP with 
planning, awareness and conscious effort to change styles of conflict management 
appropriate to the situation (Waite et al., 2014:126). Conflict management would be a 
skill that the MEP would not focus on, as the training intervention is aimed at clinical 
skills being transferred between the more and less experienced practitioners in the 
practice environment. Management skills will unintentionally be transferred during the 
process.        
4.7 OPEN-ENDED QUESTIONS 
Open-ended questions were included in the questionnaire to give the participants an 
opportunity to give feedback on what they have experienced in the clinical field other 
than what was itemized in the questionnaire, referring to situations or tasks, actions 
taken and knowledge or skills acquired from MEPs, and to provide feedback regarding 
the training intervention. Table 4.21 illustrates the structure in which the results from 
the open-ended questions section will be discussed.  
90 
 
Table 4.21: Items to be discussed under open questions 
4.7.1 Results 
4.7.1.1 Feedback 
4.7.2 Summary of the open questions 
4.7.3 Discussion concerning the open questions 
4.7.1 Results 
Results from this section of the questionnaire aim to provide the researcher with 
feedback pertaining to the type of skills transferred, either being management or 
clinical skills. Note that the aim of this section was to identify the type of skill transferred 
rather than the amount of skill transferred. Participants were asked to describe learning 
situations and what they have learned, thus enabling the researcher to determine the 
type of skill transferred. The results further provided the researcher with insight into the 
participant’s perceptions and suggestions about the training intervention enabling the 
researcher to understand the needs of the participants with regards to skill acquisition.   
4.7.1.1 Feedback 
On analysis of the data collected where the participants had to describe learning 
situations and what they had learned it came across that both clinical and management 
skills were transferred. There were, however, more clinical skills transferred than 
management skills. This correlates with the results from the previous section point 4.6 
- Skills Analysis.  
Skills transferred as identified through analysis of the descriptions by the participants 
of the learning situations and what they have learnt during the learning situations have 
been divided into either clinical or management skills and are highlighted below. 
 Management skills: improved communication between staff and members of the 
multi-disciplinary team and non-clinical related problem solving. 
 Clinical skills: clinical reasoning, trouble shooting and preventing complications, 
prioritising nursing actions and increased knowledge of patient care. 
Lastly, the participants pointed out several aspects that could potentially hinder skills 
transfer and thus need to be addressed in order to optimise skills transfer in the private 
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dialysis units. These aspects were: hands-on training, resources like the internet, lack 
of opportunities due to work load and time constraints, peer and group discussions, 
feedback and reflection and improved planning around learning with more structure.      
4.7.2 Summary of open-ended questions 
The results for the open-ended questions section of the structured questionnaire are 
summarized as follow: 
 Both clinical and management skills were transferred, however more clinical 
skills were transferred than management skills and this correlates with the 
results from the previous section point 4.6 - Skills Analysis. 
 Management skills transferred were identified as communication mainly 
between staff and multi-disciplinary team members, and non-clinical problem 
solving between staff and patients.  
 Clinical skills transferred were identified as clinical reasoning resulting in the 
LEP understanding the reasoning behind nursing actions, trouble shooting and 
preventing complications, prioritising nursing actions and increased knowledge 
of patient care. 
 Participants identified the following aspects that needs to be addressed to 
optimize skill acquisition: 
o Hands-on training  
o Resources i.e. internet access 
o Opportunity 
o Peer and group discussions 
o Structured learning 
o Feedback and reflection 
4.7.3 Discussion concerning the open-ended questions 
Feedback received pertained directly to the types of skills transferred between the 
MEPs and LEPs, as well as aspects that the participants felt needed to be addressed 
to optimize skills transfer in the clinical field. This section was not aimed at determining 
the intensity of skills transferred but rather the type of skill transferred. The participants 
therefore described the situations and what they have learned and that enabled the 
researcher to confirm that skills were transferred and also enabled the researcher to 
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identify that both clinical as well as management skills were transferred. This correlates 
with results from the previous section where it was found that more clinical than 
management skills were transferred.  
Management skills transferred were identified as communication mainly between staff 
and multi-disciplinary team members, and non-clinical problem solving between staff 
and patients. Improved communication with the multi-disciplinary team indicates 
increased professional competence. Professional competence has been described as 
a professional person who displays self-efficacy, has a good self-esteem and self-
concept. It has been said that a professional individual would rather avoid participating 
in an activity or applying an acquired skill if they feel that it is not within their coping 
capabilities and if they do not feel comfortable (Holland, Middleton & Uys, 2012:214–
218). As professional confidence increases the LEP would feel more comfortable 
collaborating with team members of the multi-disciplinary team. Thus one could say 
that as the LEP develops through skill acquisition, professional confidence would 
increase, and as a result the less experienced nurse would feel more comfortable and 
confident to communicate with team members of the multi-disciplinary team.     
Non-clinical problem solving between staff and patients was identified as the other 
management skill transferred from the MEP to the LEP. Problem solving is a concept 
that forms part of nursing education, however research has shown that nurses lacked 
problem solving skills (Altun, as cited in Kyung-Sook & Jung-Hyun, 2014:132). Problem 
solving, whether this is for clinical or management related problems that need to be 
addressed, is a skill that needs to be acquired. Non-clinical problem solving would 
relate to matters like patient complaints and dealing with difficult patients. In the 
previous section problem solving related to clinical problems was highlighted as one 
of the skills that were minimally transferred. The MEPs are mostly the managers and 
therefore the researcher could postulate that this is the reason why problem solving 
skills related to management problems would be stronger than skills transfer related to 
problem solving of clinical problems.   
A study by Kyung-Sook, et.al., (2014:132, 138, 139) about problem solving abilities 
indicated that problem solving abilities are strongly related to professional confidence 
and that clinical experience and practice improves problem solving abilities. Five 
factors were identified as the major predictors for the development and acquisition of 
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problem solving skills. Experience in clinical practice was one of these factors. 
Experiencing learning situations and using a problem solving approach assists the LEP 
to attain knowledge, skills and attitudes. The skills transfer initiative is based on 
experiential learning where the MEP works with the LEP in the clinical field.  
Clinical skills transferred were identified as clinical reasoning resulting in the LEP 
understanding the reasoning behind nursing actions, trouble shooting and preventing 
complications, prioritising nursing actions and increased knowledge of patient care. 
Clinical skills relate directly to skills pertaining to patient care such as treatment 
regimens and clinical outcomes.   
Skill acquisition resulting in the movement of the LEP through the stages of skills 
development is identified by changes in three general aspects of skilled performance: 
(1) relying on abstract principles to guide practice to the use of real experiences as 
paradigms, (2) identifying the urgency of the situation, looking at the situation as a 
whole but being able to identify which parts are relevant and of more importance, (3) 
becoming involved and being engaged in the situation and not being an outside 
observer (Benner, 1984:14-16). Clinical skills gained, clinical reasoning and 
understanding the reason behind nursing actions as well as increased knowledge of 
patient care would indicate that the LEP is becoming actively involved in clinical 
situations and is no longer merely an outside observer. Trouble shooting and 
preventing complications relate directly to the use of paradigms formed from previous 
experience and prioritising nursing actions show that the LEP is able to identify the 
urgency of the situation and identifying parts with regards to relevance and importance. 
Based on the above one could thus say that the LEPs are moving through the stages 
of skills development.  
Participants were given the opportunity to make suggestions as to how skills transfer 
can be improved. Several aspects were identified that need to be addressed to 
optimize skill acquisition: hands on training, resources i.e. internet access, opportunity, 
peer and group discussions, structured learning and feedback and reflection.  
Learning in the clinical field results from practice and also focuses on practice. The 
learner thus uses everyday experiences from which to learn and the resources needed 
are time and active facilitation (Williams, 2010: 630-631). Skills transfer during the 
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training intervention is based on experiential learning where the MEP facilitates skills 
transfer through guidance and supervision. It is during this time that the LEP would 
form paradigms to rely on in future practice. One of the aspects of skilled performance 
that would indicate that the LEP has acquired skills and is moving through the stages 
of development is that the LEP starts relying on paradigms from past experiences to 
guide current practice (Benner, 1984:13–14). Participants made the following 
comments in relation to facilitation of skills transfer: 
“Get clinical managers more involved on the floor for practical learning… “,  
“I feel that we should have a more hands-on facilitator when it comes to 
training…”  
“…more clinical manager staff engagement…” 
Hands-on training refers to the MEPs/managers being active in the clinical field and 
actively facilitating skills acquisition. Comments regarding hands-on training support 
the aspect that was identified as weak namely, the LEP not having sufficient 
opportunity to experience situations and apply skills under the guidance and 
supervision of the MEP. Thus the opportunity to facilitate skills transfer from the MEPs 
to the LEPs and the opportunity for the LEPs to practice what has been learnt is an 
aspect that can either hinder or facilitate skills acquisition and has been identified as 
an aspect that hinders skill acquisition.   
The LEPs engage in deliberate practice when practicing skills and experiencing 
situations under the guidance and supervision of the MEP. King`s (2009:187) model 
of the factors and processes involved in the development of professional expertise 
highlights the importance of engaging in deliberate practice and the need for a growth 
enhancing environment. If the LEP is to engage in deliberate practice the work load 
should not be too much and the environment should be facilitative  
“…sometimes there is not enough time to teach them properly due to the unit 
being very busy…”  
The workload in the chronic haemodialysis units that prevents the LEP from 
participating in deliberate practice was another aspect that was identified as a weak 
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aspect that does not facilitate skill acquisition. The participant’s comment therefore 
supports the other findings of this study.  
Two of the core factors that form part of King’s Model (2009:187) of the factors and 
processes involved in the development of professional expertise are feedback and 
reflection. Feedback and reflection form part of processing the different aspects of an 
experience. Processing of an experience results in paradigms being formed that affect 
future practice. Other findings of this study indicated that feedback was a weak aspect 
and reflection a strong aspect. However feedback and reflection are interlinked, 
happen synchronously and both have to be present to optimize skills development. 
“More training on what went wrong and how it can be prevented and corrected 
(scenario's)”.  
Peer and group discussions is an approach and strategy for learning which offers many 
benefits. Benefits of this approach include the provision of a safe learning environment 
for professional nurses to share and learn, broaden their perspectives and confirm their 
skills, improved the communication and collaboration between team members, the 
opportunity to provide feedback and enhance reflection (Shepherd, King, Servais, 
Bolack & Willoughby, 2014:47–59). Both peer and group discussions and feedback 
were identified by the participants as weak aspects, which correlates with the 
comments made in this section.    
“I would appreciate opportunity to have meaningful discussions with senior staff 
relating to HD.”  
“Regular sessions of sharing…”  
“New patients to be presented and discussed”  
“Feedback from staff that went on training on different topics, staff to do 
research on different topics and then to discuss with other staff members.”  
A peer feedback learning model, in which learning experiences are shared, supports 
knowledge and skills development in the clinical field. Peer review together with peer 
discussions focused on discussions around good practice and learner self-governance 
forms part of lifelong learning and continuous professional development (Cushing, 
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Abbott, Lothian, Hall & Westwood, 2011:111). Peer and group discussions form part 
of skills acquisition and therefore should form part of the training intervention.  
Continuous professional development and learning in the clinical field offer numerous 
forms of learning that the professional nurses can engage in and may be formal or 
informal, structured or un-structured. Structured and planned training in the clinical field 
refers to personal development planning, coaching and mentoring, after-action reviews 
(Margaryan, et al., 2013:246). King (2009:186) describes structured learning as 
planned learning with tangible resources and teaching strategies like an in-service 
training session or a standard operating manual. The LEPs prefer structured learning 
opportunities, structured resources and support and guided reflection. Structured 
learning provides the LEP with a sense of direction and assurance. Reviewing the 
participant’s comments indicates that the participants want more structured training 
that is more organised.  
“Stick to training timetable…”  
“Equip senior staff with relevant material to enforce and enhance learning…”  
“Provide us with booklets to read at home… because we are not allowed to take 
policies home.” 
An organization that provides opportunities for individuals to learn and practice what 
they have learnt together with providing the resources needed in the form of 
equipment, information and human resources is viewed as an organization that 
enables skills transfer (Coetsee, et al., 2006:48).  
Researchers have commented that informal learning that takes place in the work 
environment forms part of lifelong learning and continuous professional development. 
Part of informal learning is where the professional nurse recognises the need for 
information or knowledge and then seeks the necessary information to gain the 
knowledge (Margaryan, Littlejohn & Milligan, 2013:246–247). Information could easily 
be gained from a textbook or an article or a policy and procedure manual. However 
taking the changes in society into consideration, such as the developments in the 
digital world, social media and generation characteristics, using an electronic method 
would be more appealing and applicable to today’s society. The availability of 
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resources like the internet for educational purposes for all employees was an aspect 
identified by the participants as lacking.  
“…staff to have access to educational websites…” 
“…unit to have more access to learning tools e.g. internet…” 
“Computer room in the unit for staff members to research on their own.” 
Istance and Kools (2013:54–56) discuss technology and learning environments in their 
article. The article highlights the potential of technology to create working and learning 
environments appropriate for the 21st century. It further describes how technology can 
improve collaboration between partners through networking, enabling communication 
and sharing of experiences and also result in the creation of communities of practice. 
The private dialysis company is a decentralized company meaning that there is a head 
office and the dialysis units are spread throughout the rest of the company. Creating 
communities of practice through technology would be appealing to the younger 
generation and contribute to learning.    
4.8 CONCLUSION 
This chapter presented the data collected from the structured questionnaire. Aspects 
that either hinder or facilitate skills acquisition were analysed. Results indicated that 
skills acquisition does take place and that skills were transferred from the MEP to the 
LEP. Aspects that hinder or facilitate skill acquisition were divided into four subsections 
namely, practice environment, MEP, LEP and learning process. The strongest and 
weakest aspects were identified.  
A further analysis was made of the skills transferred to determine the type of skills and 
amount of skill transferred. Results showed that skills transfer does take place and that 
more clinical rather than management skills were being transferred.  
Participants made suggestions to optimize the training intervention through identifying 
aspects that needed to receive more attention. These aspects included more hands-
on training, resources i.e. internet access, opportunity, peer and group discussions, 
structured learning and feedback and reflection.  
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In the next chapter, Chapter 5, recommendations will be made to optimize the skill 
acquisition during the training intervention. These recommendations will be made 
based on the findings from this chapter specifically referring to the weakest aspects 
identified and the suggestions made by the participants.  
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CHAPTER 5 
THE GUIDELINES, CONCLUSIONS, LIMITATIONS AND  
RECOMMENDATIONS OF THIS STUDY 
5.1 INTRODUCTION 
The findings from this study were described and discussed in chapter four. In this final 
chapter the researcher will give a brief summary of the findings which, together with 
related literature, were used to develop guidelines to optimize skill acquisition in the 
private chronic haemodialysis units. Three principal guidelines were developed each 
containing sub-guidelines stating the purpose of the guideline, the rationale of the 
guideline and the actions that need to be taken to accomplish the purpose of the 
guideline.        
Limitations of this study will be identified together with recommendations for nursing 
practice, nursing education and nursing research. By the end of this chapter the 
objectives of the research study will have been met. 
5.2 SUMMARY OF STUDY 
Nephrology nursing is a specialised field within nursing. When a professional nurse 
first enters into the specialised field of dialysis, he/she will have a lack of dialysis skills, 
and is known as a novice dialysis nurse who needs to be trained. The novice dialysis 
nurse will go through a three month orientation programme after which a competency 
based assessment will be done to determine if he/she is competent to dialyse a patient 
independently.  
Further skills develop as the LEP moves from the competent to the expert level, 
depending on the individual’s professional development and skill acquisition during 
experiential learning. A training intervention was implemented where specific MEPs 
were allocated a number of hours per month that they have to spend with the LEPs in 
the practice environment for the purpose of transferring skills. Effective skills transfer 
and skill acquisition depends on several factors that could either hinder or facilitate skill 
acquisition. The purpose of the study was to:  
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 Explore and describe the aspects that facilitate or hinder skill acquisition during 
the training intervention that was implemented in the private haemodialysis units 
in order to develop guidelines to optimize skill acquisition during the training 
intervention. 
The objectives of the research were to: 
 Explore and describe the aspects that facilitate or hinder skill acquisition during 
the training intervention that was implemented in private dialysis units  
 Develop guidelines to optimize skill acquisition during the training intervention.   
The study followed a quantitative, descriptive, exploratory, contextual survey design. 
A survey was conducted using a structured questionnaire. The target population in this 
study were all the professional nurses working at the private chronic haemodialysis 
units of the private dialysis company and the sample group had 106 participants. The 
questionnaire was developed to measure the aspects that either hinder or facilitate skill 
acquisition during the training intervention. The aspects that either hinder or facilitate 
skill acquisition were divided into four sub-categories: practice environment, MEP, LEP 
and learning process. After ethical permission was granted, the survey was conducted 
and 62 participants responded. Data analysis was done with the use of a statistician.  
The findings showed that overall the majority of participants felt that of the aspects that 
could hinder or facilitate skill acquisition, most were categorised as facilitating skill 
acquisition. Amongst the four sub-sections, the practice environment was identified as 
the sub-section with the lowest overall mean score and LEP as the sub-section with 
the highest overall mean score. Findings further indicated that both clinical and 
management skills were transferred, of which more clinical than management skills 
were transferred. Findings from the open ended questions identified specific aspects 
that participants felt needed to be addressed to optimize skill acquisition. These 
aspects included: more hands-on training sessions, improved availability of resources 
like internet access, more opportunity to experience situations and practice what has 
been learnt, more peer and group discussions, a more structured skill acquisition 
programme to be implemented and time for feedback and reflection.  
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Three principal guidelines were developed from the findings: strategic management to 
facilitate skill acquisition within the organization, implementation of the teaching and 
learning processes to facilitate skills acquisition and maximizing the effectiveness of 
skill acquisition amongst the professional nurses through focusing on the transfer of 
specific skills.  
The strategic management guideline aims to facilitate skill acquisition within an 
organization and was written specifically for the human resources department, training 
and development department and/or the management of an organization. Findings that 
impacted skill acquisition and that would need to be addressed by these departments 
and management would include the workload of the nurses, time allocated to learning, 
the structure and delivery of the skills transfer initiative, policies and procedures 
supporting skills transfer, persons responsible for skills transfer and the culture within 
the organization.       
Implementation of the teaching and learning processes to facilitate skill acquisition 
focuses on the skills that the persons responsible for skills transfer would require in 
order to effectively transfer their skills and up-skill employees during experiential 
learning in order to successfully implement the skills transfer programme. The findings 
from the research that led to the development of this guideline were aspects such as 
learning activities to be interactive, training material to be adjusted, peer and group 
discussions to take place, immediate feedback to be given to the professional nurses, 
allowing and facilitating reflection on self and on practice, using a problem solving 
approach as a teaching strategy. Creating opportunities for the LEPs to experience 
situations and allowing them the opportunity to apply their skills under supervision also 
formed part of the findings that lead to the development of this particular principal 
guideline. 
The guideline for maximizing the effectiveness of skill acquisition amongst the 
professional nurses through focusing on transferring of specific skills was developed 
to allow an organization to address specific skills depending on the needs of that 
specific organization. Findings indicated the need for both clinical and non-clinical skills 
to be transferred. Clinical skills included clinical problem solving, clinical reasoning, 
identifying clinical complications and problems, troubleshooting and preventing 
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complications and prioritising nursing actions. Non-clinical skills included conflict 
management, improved communication and time management.  
The next section of this chapter will discuss the three principal guidelines with their 
sub-guidelines.  
5.3 GUIDELINES TO OPTIMIZE ASPECTS THAT FACILITATE SKILL 
ACQUISITION IN THE PRIVATE DIALYSIS UNITS 
The proposed guidelines aim to assist human resource departments, training and 
development departments and senior management of the health care organization, in 
this case the private dialysis company, to optimize aspects that facilitate skill 
acquisition by professional nurses during experiential learning.   
Three guidelines were developed to optimize aspects that facilitate skill acquisition. 
Each guideline will consist of a principal guideline with sub-guidelines and will have a 
different focus area, strategic management, teaching and learning processes and 
specific skills. 
1. Strategic management to facilitate skills acquisition within the organization.  
2. Implementation of the teaching and learning processes to facilitate skills 
acquisition. 
3. Maximize the effectiveness of skills acquisition amongst the professional nurses 
through focussing on transferring specific skills.  
The following table will depict a summary of the principal guideline and sub-guidelines. 
Thereafter the individual guidelines will be discussed. 
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Table 5.1: Guidelines to optimize aspects that facilitate skill acquisition the 
private dialysis units 
Principal guideline Sub-guidelines 
1. Strategic management to 
facilitate skills acquisition 
within the organization. 
1.1. Strategic planning and management to 
facilitate skills acquisition. 
1.2. Develop a culture of training and learning in the 
organization. 
1.3. Facilitate the process of teaching and learning 
practices focused on skills acquisition within 
the organization. 
2. Implementation of the 
teaching and learning 
processes to facilitate 
skills acquisition. 
2.1. Utilize teaching strategies that facilitate skills 
acquisition. 
2.2. Create and facilitate experiential learning 
opportunities. 
3. Maximize the 
effectiveness of skills 
acquisition amongst the 
professional nurses 
through focusing on 
transferring specific skills. 
3.1. Facilitate skills acquisition amongst the 
professional nurses which they would utilize 
whilst working in the clinical field to ensure 
quality care and outcomes, and which would 
further enable them to move through the 
stages of expertise development. 
3.2. Develop non clinical skills amongst the 
professional nurses to optimize the 
development of expert practitioners within the 
organization.   
5.3.1 Principal guideline 1. Strategic management to facilitate skills 
acquisition within the organization. 
This guideline is specifically written for the senior managers, human resources 
department and the department that is responsible for training and development within 
a specific organization. It aims to ensure that skills acquisition is allocated to the correct 
job category or persons, whether these are senior staff or clinical facilitators, 
depending on the staff profile of the specific organization. The guideline further focuses 
on specific aspects that have an effect on skills acquisition such as workload, time 
allocation, skills mix, a structured training programme and factors influencing a learning 
culture.  
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5.3.1.1 Sub-guideline 1.1. Strategic planning and management to facilitate 
skills acquisition. 
Purpose  
The purpose of this guideline is to ensure that skills acquisition within the structured 
skills acquisition programme of the organization is allocated to a specific job category 
holding those person/s responsible for the implementation of the programme. 
Rationale 
The current skills transfer initiative/policy places the responsibility for skills transfer with 
several categories of staff, namely the Clinical Managers, Operations Managers, Pre-
dialysis practitioners, Unit Managers and members of the clinical governance 
department. No specific category of staff is allocated specifically to focus on 
transferring of skills and no written programme such as the orientation programme with 
outcomes, content and instructions exists. Strategic planning and management 
requires several departments to participate in the planning phase and then in the 
management phase which would include the roll out and implementation of the skills 
transfer programme, monitoring progress and evaluating the programme. Allocation of 
skills transfer to a specific job category ensures that the person/s take responsibility 
and can be held accountable. The person/s responsible for skills acquisition can then 
be equipped with the necessary teaching and learning strategies to optimize skills 
acquisition. Job descriptions or key performance areas can also be adjusted to ensure 
that everyone understands the roles they play in skills transfer. 
Actions 
 Evaluate current roles of the different positions and departments within the 
existing structure of the organization in terms of who is responsible and 
accountable for training and skills transfer.  
 Determine who should be responsible for skills transfer activities.   
 Evaluate the current job descriptions and key performance areas of the specific 
identified job category responsible for skills transfer. 
 Adjust the key performance areas and job descriptions of the job category 
responsible for skills transfer.  
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 Communicate the change to the rest of the organization following a change in 
management approach.  
5.3.1.2 Sub-guideline 1.2. Develop a culture of training and learning in the 
organization. 
Purpose 
This guideline aims to guide an organization to develop a culture of training and 
learning.   
Rationale 
Developing a culture of training and learning within an organization depends on several 
factors in the practice environment that will be addressed by this guideline. The 
approachability of the managers, the manager’s attitude towards skills transfer, the 
nurse’s interest in acquiring knowledge and skills all play a role in skills transfer in the 
practice environment and are influenced by the managers and employees attitudes 
towards learning in the workplace. Through creating and developing a culture of 
training and learning in an organization, skills transfer is enhanced and most 
employees will actively participate in skills transfer activities. Various researchers 
(Marsick, 2013; Crouse, et al., 2011, Armstrong-Stassen & Schlosser, 2008; Kirby, 
Knapper, et al., 2003, as cited in Froehlich, Segers & Van den Bossche, 2014:34) 
found that the learning culture within an organization has a profound impact on informal 
learning. Many aspects that are affected by the organizational learning culture also 
have an impact on aspects that facilitate learning during experiential learning. The 
specific aspects that are affected by organizational learning culture are opportunities 
for learning, dialogue, collaborative learning, systems thinking, knowledge 
management systems, empowerment and leadership. When compared to the aspects 
that facilitate skills transfer as identified in this study, many cross links can be made. 
Therefore the development of a teaching and learning culture within the organization 
is of utmost importance.     
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Actions 
 Define what a teaching and learning culture means or would look like within the 
specific organization. 
 Clearly indicate the reason for wanting to develop a teaching and learning 
culture within the organization. 
 Establish specific outcomes which would become the goals as well as which 
would be used to measure the teaching and learning culture within the 
organization against.   
 Assess the current teaching and learning culture within the organization.  
 Establish the manager’s leadership style pertaining to learning in the practice 
environment. 
 Determine the current learning approaches used in the practice environment by 
the employees. 
 Develop a plan to create a teaching and learning culture that facilitates learning 
in the practice environment and so optimizes skills acquisition within the specific 
organization based on the findings from the assessment of the existing teaching 
and learning culture.  
 Consider each employee’s individual learning approach and specific learning 
outcomes needing to be met, develop an individual skills development plan and 
align it with the skills transfer programme. 
5.3.1.3 Sub-guideline 1.3. Facilitate the process of teaching and learning 
practices focused on skills acquisition within the organization. 
Purpose 
This guideline intends to assist an organization to assess, plan and implement 
workable policies and procedures to facilitate the process of teaching and learning 
practices focused on skills transfer, specifically addressing the workload of the nurses, 
time allocation for skills transfer and the structure of the skills transfer programme. 
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Rationale 
Deliberate practice is one of the key elements identified in King’s Model of the factors 
and processes involved in the development of professional expertise (2009:187). 
Organizations that rely on experiential learning and that encourage a culture of learning 
and development understand the importance of allocating adequate resources in terms 
of time and skilled facilitators to support experiential learning and skill acquisition 
(Williams, 2010:630). The workload of the LEP should be of such a nature that it allows 
the LEP to participate in deliberate practice and thus play an important role in skills 
acquisition and expert development.  
A hindering factor could be the workload of the MEPs as well as the LEPs. The fact 
that the skills transfer initiative is guided by a policy but that no structured programme 
containing instructions, definite content, specific outcomes and teaching strategies 
exists is another hindering factor.  
An international company providing dialysis services in 11 countries developed a 
competency based education programme focussed on equipping the nurses working 
in their dialysis units with the relevant knowledge and skills. The programme design 
was modular so that it could be more flexible, allowing specific modules to be done by 
specific nurses depending on the skills level and the needs of the individual nurses. 
Each module had specific outcomes, content and assessment criteria, giving the 
programme structure. This programme was implemented in 2004 and in 2010 it was 
updated and is still on-going (Cowperthwaite, Schutt-Ain, Herranen & Sorribes, 
2012:162–163). One of the research findings of this study indicated that the LEPs 
requested that training and learning in the practice environment be more structured.  
Actions 
 Evaluate existing training practices, specifically training programmes in place, 
available training material, training policies and training practices around 
learning in the practice environment. 
 Determine whether current learning activities and teaching strategies support 
skills transfer and skill acquisition.  
108 
 
 Develop a structured training programme that focuses on skills transfer through 
taking the following actions: 
o Define the aim of the training programme 
o Establish the specific outcomes of the training programme  
o Compile the content that should be used for different skills linked to the 
specific outcomes also indicating which skills will be transferred 
o Indicate the teaching strategies to be used 
o Indicate the media to be used  
o Develop an assessment tool to determine if the specific outcomes for a 
specific topic have been reached 
o Write specific instructions on how to implement different teaching 
strategies.   
 Assess the workload of the professional nurses working in the practice 
environment to determine whether the workload allows for participation in skills 
transfer activities. If the workload does not allow for participation in skills transfer 
activities, implement the following actions: 
o Perform a time and motion study in specific unit. 
o Assess the skills mix in the specific unit. 
o Assess the workflow in the specific unit. 
o Determine if all staff understands their function.  
o Assess whether the shift leader is able to delegate tasks and coordinate 
high pressure times. 
o Correct identified problem. 
 Plan at least a minimum of one in-service session per week. 
 Allow each person a turn to attend in-service training by rostering the staff 
member to attend an in-service training session or adding the in-service training 
session on the employee’s daily allocation list.   
 Keep record of training attendance.  
 Allocate time for participation in skills transfer activities on a weekly basis. 
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5.3.2 Principal guideline 2. Implementation of the teaching and learning 
processes to facilitate skills acquisition. 
This guideline focuses on the persons responsible for transferring of skills, to ensure 
that they are equipped and able to transfer skills. It further focuses on the creation and 
facilitation of experiential learning opportunities. 
5.3.2.1 Sub-guideline 2.1. Utilize teaching strategies that facilitate skills 
acquisition. 
Purpose 
The aim of this guideline is to equip the persons responsible for skills transfer with 
effective teaching and learning strategies that enhances skills transfer. 
Rationale 
The skills transfer programme will contain specific teaching strategies that would need 
to be used by the persons responsible for skills transfer. These persons would need to 
be equipped with knowledge of teaching strategies and skills to enable them to apply 
a specific teaching strategy to transfer a specific skill. Facilitating peer and group 
discussions, providing feedback that is developmental, guiding reflection, use of 
problem based learning and teaching others how to apply clinical reasoning are some 
of the teaching strategies that they would have to learn to apply. In a study about 
facilitation of learning in the clinical field, one of the main guidelines that emerged were 
appropriate preparation of the facilitators, preparing and supporting them to provide 
positive clinical experiences. This same study indicated that the quality and success 
of the clinical learning experiences depended on the facilitator’s ability to facilitate 
teaching and learning in the practice environment (Waldock, 2010:16).  
Actions  
 Make a list of all teaching strategies used to facilitate skills acquisition  
 Make a list of all the available resources to assist the persons responsible for 
skills transfer 
 Link the vision of what the skills transfer programme aims to achieve to the 
vision of the role of the persons responsible for the skills transfer. 
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 Ensure that the persons responsible for skills transfer clearly understand their 
role.  
 Determine what teaching and learning skills the persons responsible for skills 
transfer would need to be equipped with.  
 Develop a clinical teaching and learning skills development programme 
containing the following components; 
o Vision of the programme 
o Outline of the programme  
o Specific outcomes of the programme 
o Knowledge content should include:  
 Learning styles – Reflector, Theorist, Pragmatist and Activist.  
 Teaching strategies e.g. the use of case studies, facilitating peer and group 
discussions, providing developmental feedback, guiding reflection, facilitating 
critical thinking and stimulating clinical reasoning. (Any other teaching strategies 
can be included that are used in a skills transfer programme). 
 Teaching skills – managing challenging clinical teaching situations, qualities of 
effective clinical teaching, creating optimal learning environments, performing 
competency based assessments. 
o Assessment criteria  
o Programme evaluation 
 Compile a skills transfer resources pack that could be used by the person 
responsible for skills transfer as a reference. 
 Create a support network for the persons responsible for skills transfer to share 
ideas.  
5.3.2.2 Sub-guideline 2.2. Create and facilitate experiential learning 
opportunities. 
Purpose: 
This guideline aims to assist with the creation and facilitation of experiential learning 
opportunities.     
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Rationale: 
Various learning opportunities exist in the practice environment, however it will depend 
on the manager, the facilitator and learner whether the learning opportunities will be 
identified and utilized as an opportunity to facilitate skill acquisition. Experiential 
learning is based on the principle of learning by doing, for effective learning to take 
place the person has to observe, understand and perform the task. Therefore 
opportunities to learn have to be identified and created where the MEP or facilitator 
would demonstrate a skill, explain the reason behind the actions and then allow the 
LEP to practice the skill under supervision. Kotzé (1998:3–10) defines the concept of 
accompaniment as planned and deliberate interventions to minimise the need for 
assistance and support and to increase self-reliance. The concept of accompaniment 
is further described as an occurrence between individuals, one being the dependent 
one who is willing to learn and develop self-reliance and one the knowledgeable one 
who provides direction and support. This description and definition of the theory of 
nursing accompaniment links directly to the creation and facilitation of clinical learning 
opportunities as described above.  
The LEPs have to be given the opportunity to experience situations and be allowed to 
practice what they have learned in the practice environment so that they can acquire 
the necessary skills and knowledge. The MEP has to create and facilitate this process. 
Research has proven that opportunities to actively practice skills under supervision 
leads to optimal skill acquisition through learning in the actual application environment 
versus working in an unstructured environment with little or no guidance (Bradley; 
Maran & Glavin; Mayer, as cited in Baxter, et al., 2014:106). 
Actions: 
 Ensure that all managers participate in the implementation of the skills transfer 
programme including their role and that of the person responsible for the 
transferring of skills.  
 Assist the MEPs and managers to develop an approach of being more 
supportive and facilitative instead of being both the planner and driver. 
 Support and guide the LEP and allow the LEP to practice skills under direct 
supervision.  
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 Demonstrate new skills to the LEP. 
 Allow the LEP to demonstrate the new skill under direct supervision. 
 Work alongside (as a buddy) the LEP during the change-overs (end of first shift 
and changing onto second shift, patients coming off dialysis and going onto 
dialysis) allowing the LEP to participate in deliberate practice in a safe 
environment. 
 Perform a nurses round after each change-over (end of first shift and changing 
onto second shift, patients coming off dialysis and going onto dialysis) and look 
for learning opportunities. In other words, look for points to have discussions 
around.    
 Allow the LEP (under guidance) to lead the nurses round and identify possible 
and actual problems. 
 Ensure availability of resources like standard operating procedures, care 
bundles, internet and open communication with multi-disciplinary team. 
 Make the learning environment collaborative and social. 
5.3.3 Principal guideline 3. Maximize effectiveness of skill acquisition 
amongst the professional nurses through focusing on transferring of 
specific skills. 
This guideline aims to maximize the effectiveness of skill acquisition amongst the 
professional nurses by focusing on transferring of specific skills both clinical and non-
clinical skills. 
5.3.3.1 Sub-guideline 3.1. Facilitate skills acquisition amongst the 
professional nurses which they would utilize whilst working in the 
clinical field to ensure quality care and outcomes, and which would 
further enable them to move through the stages of expertise 
development. 
Purpose: 
The purpose of this guideline is to facilitate skills acquisition amongst the LEPs that 
they can utilize whilst working in the clinical field to ensure quality care and outcomes, 
and that would assist them to move through the stages of expertise development.  
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Rationale: 
The LEPs moving through the stages of skills development gain knowledge and skills, 
and move from using abstract principles to using paradigms formed from past 
experiences, they develop the ability to prioritise complications that need attention and 
nursing actions, they become involved in the nursing actions taken and treatment of 
the patient. To facilitate the LEP’s move through the stages of skills development and 
become an expert practitioner, the less experienced nurse needs to gain clinical 
problem solving abilities, learn the clinical reasoning behind nursing actions, prevent 
complications, and prioritise nursing actions. The MEPs or persons responsible for 
skills transfer has to transfer these skills to the LEP making use of teaching strategies.  
Action: 
 Allocate a dedicated person responsible for skills transfer to each professional 
nurse.  
 Perform a clinical skills needs assessment on all the professional nurses 
identifying which clinical skills they need to develop. 
 Link the clinical skills needs assessment outcomes to the applicable modules of 
the skills transfer programme.  
 Develop individualised skills development plans for each professional nurse. 
 Discuss each professional nurse’s skills development plan with them. 
 Issue each professional nurse with their individualized skills development plan 
in the form of a workbook or working document. 
 Monitor implementation of the individualized skills development plans through 
recording and monthly reporting of all skills transfer activities done. 
 Include the skills development plan for each professional nurse in their 
performance review.   
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5.3.3.2 Sub-guideline 3.2. Develop non-clinical skills amongst the 
professional nurses to optimize the development of expert 
practitioners within the organization.   
Purpose:  
The purpose of this guideline is to develop non-clinical skills amongst the professional 
nurses to optimize the development of expert practitioners within the organization who 
are well-rounded and have developed skills both clinical and non-clinical.   
Rationale: 
Professional nurses need to develop clinical as well as non-clinical skills such as 
conflict management, communication, time management and handling of difficult 
patients. To become an expert practitioner who is well rounded, who acts as a role 
model and who in turn participates in developing other practitioners to become experts, 
the professional nurse would need to have effectively gained both clinical and non-
clinical skills. Professional nurses are most often the liaison person between the patient 
and the different members of the multi-disciplinary team, are often the ones called upon 
when a difficult situation arises, acts as the patient’s advocate, educates the patient, 
manages conflict between different skill levels and takes responsibility for patient care. 
Therefore the skills transfer programme should also include transferring of non-clinical 
skills.  
Actions: 
 Perform a non-clinical skills assessment on all the professional nurses 
identifying which non clinical skills they need to develop.  
 Link the non-clinical skills needs assessment outcomes to the applicable 
modules of the skills transfer programme.  
 Add the non-clinical skills identified for each professional nurse to their skills 
development plan. 
 Allocate the section relating to non-clinical skills in the professional nurse’s 
development plan to the Unit Manager of the particular unit or ward where the 
professional nurse is based. 
115 
 
 Ensure that non-clinical skills transfer activities are taking place through 
recording and monthly reporting of all skills transfer activities done. 
 Include the non-clinical skills identified and documented as part of the 
professional nurse’s skills development plan for each professional nurse to their 
performance review.   
5.4 LIMITATIONS OF THE STUDY 
The major limitation to this study was the sample group and response rate. A total of 
128 professional nurses met the inclusion criteria of which 5 participated in the pilot 
study, 8 were on leave, 3 had changed departments and 5 had resigned resulting in a 
sample group of 106 possible participants. The response rate was 58% as 62 
professional nurses participated and completed the survey.  
Very little to no research has been conducted around skills transfer and skill acquisition 
in the field of Nephrology Nursing. The researcher had to rely on tools that measure 
skills transfer in other settings and on models depicting aspects that facilitate skill 
acquisition. The researcher did however ensure that the tools and models used have 
been tested and are grounded in theories.  
Another limitation to this study could be that there was low statistical variation amongst 
the aspects that facilitate skill acquisition. This was probably due to the homogenous 
nature of the population i.e. all were professional nurses, all were working for one 
company, under the same policies and organizational structures. If the study was done 
over more than one organization, the results might be different.  
5.5 RECOMMENDATIONS 
Taking the research findings into account and the identified limitations of this study the 
following recommendations for nursing practice, nursing education and nursing 
research are put forward: 
5.5.1 Recommendations for nursing practice 
Guidelines developed in this study should be implemented and tested to ascertain 
whether they make a significant difference. The guidelines should be communicated 
to the relevant departments that play a role in the training and development of 
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professional nurses in other specialized fields of nursing, to ensure that all professional 
nurses working in specialized nursing fields continuously gain skills and become expert 
practitioners in a planned and deliberate fashion.  
5.5.2 Recommendations for nursing education 
Nursing Science Departments at Higher Education Institutions as well as Human 
Resource or Training and Development Departments at Health Institutions can use the 
research findings and guidelines to develop training programmes aimed at developing 
expert practitioners, increasing skill acquisition and providing managers, facilitators, 
trainers and mentors with the necessary skills and knowledge to facilitate skills transfer 
and expertise development.  
5.5.3 Recommendations for nursing research 
Nursing research could benefit from: 
 A similar study conducted at other private dialysis companies to assist with 
identifying the aspects that do not facilitate skill acquisition within the specific 
company’s chronic haemodialysis units. 
 From the findings of this study a questionnaire could be developed to determine 
the experiences of the MEPs about the aspects that facilitate skill acquisition in 
the practice environment.  
5.6 CONCLUSION 
In this chapter the researcher started by stating the purpose and the objectives of the 
study followed by a summary of the findings. The findings were used to develop 
guidelines to optimize skill acquisition during the training intervention. Next the 
researcher presented three sets of broad guidelines each containing sub-guidelines 
that would enable the private dialysis company to optimize skill acquisition amongst 
the LEPs. Each developed sub-guideline had a purpose, rationale and actions to be 
implemented in order to meet the purpose of the guideline.   
Limitations of the study were identified and recommendations to nursing practice, 
nursing education and nursing research were made. Under the recommendations to 
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nursing research, possible future research studies were identified that could be done, 
based on the findings of this study.  
In conclusion the research objectives, to explore and describe the aspects that 
facilitate or hinder skill acquisition during the training intervention that was 
implemented in private dialysis units and to develop guidelines to optimize skill 
acquisition during the training intervention, was reached and concluded in chapter 5.    
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